MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 ()1444 
1453 CERTIFICATE OF DEATH Reg. Dist. Novwr alot 


1, PLACE OF A cede 
COUNTY MARYLAND 


CITY (if outside ite limite, write RYRAL | LENGTH OF STAY 
OR ind sive 1) in this place) 


2, USUAL RESIDENCE (HOME) OF DECEASED: 


-K 


ze 
efully. The correct 


please write the causes of death clearly and legibly. 


HOSPITAL OR 
INSTITUTION OR 
STREET ADDRESS 


rura}/give location) 


4, DATE Je, (Day) (Year) 
OF 2 aii. 
DEATH: Het AS 9 3 
9. AGE last birthday: | iF UNDER 1 YEAR | 1F UNDER 24 HRS. 
, al Days | Hours Min. 


S 


lon car 


3. NAME OF (First) (Middle) (Last) 


tert OA RAF/(ELA — AB bee esd 
8. DATE OF BIRTH: 


6. COLOR OR 7. SINGLE, MARRIED, 


6.8 
RACE: WIDOW) DIVORC: 
Sa) ‘Ww net | Lee 25-)679 
10¢, USUAL OCCUPATION (Give kind of | 10b. NDR OR | 11. BIRTHPLACE (State or foreign country): 
D : 


‘aS DecEastp Ever In U.S. Armen Forces} 16. Socran Securrry No.: | 17. INFO! 


, no, or unk,); (If Yes, give war or dates of to 
| service) fi 
{ 


18. MEDICAL CERTIFICATION 
I, DISYASES OR CONDITIONS DIRECTLY LEADING TO DEATH: = én) 


WITH UNFADING INK. Supply every item of informati 


12. CITIZEN OF WHAT 


DOA 


work done during, it of working life, 
even if retired) » 


13. FATHER’S NAME: 


14. MOTHER'S MAIDEY NAME: 


a. 


Immediate cause 


Antecedent cause(s) 

Diseases or conditions, if any, 
giving rise to the above cause 
stating underlying cause last 


ARGIN RESERVED FOR BINDING 
age is especially important. Physicians 


Conditions contributing to the death but not 


© 
Il, OTHER SIGNIFICANT CONDITIONS: | 
related to the disease or condition causing death. 


19a, DATE OF OPERATION:| 18b. MAJOR FINDINGS OF OPERATION: | 20, AUTOPSY? 
Yes) No 
21. ACCIDENT (Specify) PLACE (Home, farm, factory, street, | (CITY OR TOWN) (COUNTY) (STATE) 
SUICIDE OF office bldg., ete.) H 
HOMICIDE INJURY fF 
TIME (Month) (Day) (Yesar} (Hour) INJURY OCCURRED HOW DID INJURY OCCUR? 
OF Whileat Not while 
INJURY M. work [) at work [) 


22. I hereby Cah that_ I attended the deceased from.. Rite, 19%, 10.024. FSIS, that I last saw the deceased 
alive on. a and that death occurred at...... LE) OK, fm., from the causes and on the date stated above. 


SIGNATUR (QREGREE OR TITLE) ADDRE: cae oe 
YA). @. at JU: Wee DS A avin filertorrty Jf S54 


“23. BURIAL, * JHERE! eS OF CEMETERY OR CREMATORY LOCATION (City,, t "20 or cou! 
RI VAL (Sp f Sirs fai 


DATE REC’D BY LOCAL -EGISTRA: watt 4. FUNER. 
- 


REG. ogee Z iz 35 


PLEASE WRITE PLAINLY, 


VS. A15 8-51 
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MARGIN RESERVED FOR BINDING 


VS. Al5— 10-53 . 
met 


PLEASE TYPE OR WR: 


please write the causes of death clearly and legibly. 


correct age is especially important. Physicians: 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 01445 
$1464 CERTIFICATE OF DEATH Reg. Dist. No. 


PLACE OF DEATH: 2. USUAL RESIDENCE (HOME) OF DECEASED: 


COUNTY CARROLL _MARYLAND STATE Maryland COUNTY 


ely. (If outside corporate limits, write RURAL} LENGTH OF STAY CITY {If outside corporate limits. write RURAL and give nearest town) 
and give nearest town) (in this place} 


fownPural - Sykesville 19 ‘days fOwn Baltimore av 


HOSPITAL OR STREET "(If rural give location) 
NSTITUTION OR 


a STREET ADDRESS Springfield State Hospital | _ biz Alta Avenue, Baltimore-6 


“NAME OF (First) (Middle) (Last) 4. DATE 
DECEASED: 


(Type or Print) Ruth Louise ALBRECHT DEATH: 


SEX: 6. COLOR OR|7. SINGLE, MARRIED, 8. DATE OF BIRTH: [9. AGE last birthday| tr UNDER 1 vean | Ir UNDER 24 Hne. 
RACE: WIDOWED, DIVORCED, ig ma | ak 


| 
F Wh (Srecify): Married 3/17/98 | 56 Sel ede meee ae 


. USUAL OCCUPATION {Give kind of} 108. KIND OF BUSINESS | 11. BIRTHPLACE (State or foreign country): |12. CITIZEN OF WHAT 
work done during most of working life. OR INDUSTRY: 


even if retired): hOUSEWILE Pennsylvania Tene? 


13. FATHER’S NAME: v 14. MOTHER'S MAIDEN NAME: 
Fred Meyer Ann K. 
13. Was DECEASED EVER IN U.S. ARMED Forces? | s6.SpcIAC Secumity No. | 17. INFORMANT & ADDRESS: 
(Yes, no, or unk.)| (If Yes, give war or dates | 
of service) Ss) Record, Springfield State Hospital 
7 18. “MEDICAL CERTIFICATION INTERVAL BETWEEN 
I DISEASES OR CONDITIONS DIRECTLY LEADING TO DEATH ONSET AND DEATH 
Oy is 
IMMEDIATE CAUSE tA) 
DUE TO 
ANTECEDENT CAUSE (8S) 


Digdkesetan Mohn MENG hue acts ce) ..Cérebral vascular accident _| few hours 


GIVING RISE TO THE ABOVE CAUSE nye To 
STATING UNDERLYING CAUSE LAST. 


Pulmonary embolism few hours 


«c) 


=A SIGNIFICANT CONDITIONS CONTRIBUTING Organic brain pa 0. ofy pen ing 


DEATH BUT NOT RELATED TO THE 


_OR CONDITION CAUSING DEATH. _____further investigation |. _—————S—sd.:sévvearo 


TSA DA. GF OPERATION: | 198. MAJOR FINDINGS OF OPERATION 20. AUTOPSY? 


hid oar YES ib} NO Tal 


21a, ACCIDENT WAS UNDERLYINGD) | 218. PLACE (Home, farm, factory.| 21c, WHERE DID (City or town) (County) (State) 
OR CONTRIBUTING [J CAUSE OF DEATH) OF INJURY street, office bldz., ete.| INJURY OCCUR? 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


210. TIME (Month) (Day) (Year) (Hour) | 2te INJURY OCCURRED | 2ir. HOW DID INJURY OCCUR?_ 
OF INJURY While Not while 
M. at work at work 


22. I hereby certify that I attended the deceased from 1/29 F, 1955, to. 2/17. 4 1955, that I last saw the deceased 


alive on 2/16 , 19 SS, and that death occurred at 6:07AM, from the causes and on the date stated above. 
SIGNATURE a ADDRESS DATE SIGNED 


. m.o. Sykesville, Maryland 2/17/55 


23, BURIAL, qercers) | DATE THERE | NAME OF CEMETERY OR CREMATORY | LOCATION (City, town, or county) 
Alm (SPECIFY) 
BueTar 2/21/5 Immanuel Balto. Md. 
ATE REC'D BY LOCAL REGISTRAR’S SIGNATURE P $ 24. FUNERAL DIRECTOR ADDRESS 


ae 101908 Ror aul A. Heemann 6067 Harford Rd. 
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PLAINLY, WITH UNFADING INK. Supply every item of information carefully. The 


= 


PLEASE TYPE OR W 


VS. A15 — 10-53 ee 


please write the causes of death clearly and legibly. 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 01945 


CERTIFICATE OF DEATH Reg. Dist. No. 
1. PLACE OF DEATH: 2. USUAL RESIDENCE (HOME) OF DECEASED: 
COUNTY MARYLAND STATE Marylan COUNTY 
CITY (If outside corporate limita, write RURAL] LENGTH OF STAY curabis outside corporate limits, write RURAL and give nearest re 
OR and give nearest town} (in this place) 
A TOWN Rural - Sykesville ,Md 6 mos. Fown Baltimore BY 
HOSPITAL OR od STREET (if rural gi locath 
SINSTITUTION. OR Springfield State Hospital ADDRESS oe v 
ET Al E + 
é Sykesville, Md. _ ___165€ E. 25th Street, Baltimore-1 
‘3. NAME OF (First) (Middle) (Last) 4. DATE (Month) (Day) (Year) 
DECEASED: OF 
(Fype or Print) ALICE AGNES BAGNALL peatu: 2/ 26 19 55 
S.. SEX: 6. cote” OR |7. pT econ 8. DATE OF BIRTH: |9. AGE ‘last birthday] IF UNOER 1 YEAR| IF UNDER 24 HRs. 
ACE: IDOWED, 5 Months| Days | Hours Min, 
Fo | ew | ee Marrie | 79 | | 
NOa, USUAL OCCUPATION {Give kind of} 108. KIND OF BUSINESS 11. BIRTHPLACE (State or foreign country}: |12. CITIZEN OF WHAT 


work done during most of working life, 
even if retired): 


13. FATHER'S NAME: 


OR INDUSTRY: 


COUNTRY? 


USA 


housewife Ohio 


14, MOTHER’S MAIDEN NAME: 


William Carson 
+8, Waa DECEASED Ever InN U.S. ARMEO FORCEST 
sinks no. or unk.)] (If Yes, give war or dates 
LZR — | of service) — 


Margaret Wolfe 


17. INFORMANT & ADDRESS: 


Record, Springfield State Hospital 


1B, SOCIAL SECURITY NO. 


none 


18. MEDICAL CERTIFICATION 
I DISEASES OR CONDITIONS DIRECTLY LEADING TO DEATH 
OOaAX Bilateral pulmonary tuberculosi months >= 
IMMEDIATE CAUSE (Ay Pp a S 7 months: s 
DUE To 


INTERVAL BETWEEN 
ONSET AND DEATH 


ANTECEDENT CAUSE (8* 


DISEASES OR CONDITIONS, IF ANY. (BD 
GIVING RISE TO THE ABOVE CAUSE ye to 
STATING UNDERLYING CAUSE LAST. 


(c} 
Il OTHER SIGNIFICANT CONDITIONS CONTRIBUTING 
TO THE DEATH BUT NOT RELATED TO THE Chronic brain syndrome associated 


DISEASE OR CONDITION CAUSING DEATH. —____with senile brain disease _________!10 years 


194. DATE OF OPERATION: 198. MAJOR FINDINGS OF OPERATION 20. AUTOPSY? 


correct age is especially important. Physicians: 


YES (fe) NO G@ 
I21a, ACCIDENT WAS UNDERLYING () | 218. PLACE (Home, farm, factory.| 21c. WHERE DID (Clty or town) (County) (State) 
OR CONTRIBUTING L] CAUSE OF DEATH, OF INJURY street, office bldg., ete.| INJURY OCCUR? 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
21p. TIME (Month) (Day) (Year) (Hour) 21€ INJURY OCCURRED 21F. HOW DID INJURY OCCUR? 
OF INJURY While Not while 
M at work at es 
22. I hereby certify that I attended the deceased from 673. nae , 19. oh to </ 27 287 osha By i>. , that I last saw the deceased 
alive on. Or _» 19.55, and that death occurred at 10:1,5.M, from the causes and on the date stated above. 
Wiad JRE ADDRESS DATE SIGNED 
Zi M.D. Sykesville, Maryland 2/28/55 
age TAL, hy -/ DATE THEREOF F CEMETERY OR CREMATORY LOCATION City, town, or county) (State) 
ie. Ga RS 4 _ a 
s_ZE LE 
DATE REC'D BY LOCAL ADDRESS 


« 
peg Ae SIGNATURE ez Gr SG TOR 


CCE 


e MARGIN RESERVED FOR BINDING 


Vs, A156 — 10-599 
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MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 01 4 
- 146§ CERTIFICATE OF DEATH Reg. Dist. No. Gy ma 


. PLACE OF DEATH: 2. USUAL RESIDENCE (HOME) OF DECEASED: 


county Carrol] MARYLAND —__STATE__ Maryland county Montgomery 


ety (If outside corporate limits, write RURAL] LENGTH OF STAY eet outside Gorporate iimits, write RURAL and give nearest t town} 
and give nearest town) (in this place) = 


x Town Rural - Sykesville 2Y, uM, 1 Town Silver Spring OG. 56 -X% 


HOSPITAL OR STREET Uf rural give location) 
ANSTITUTION OR ADDRESS 


ict STREET ADPRESSSpringfield State Hospital | __ 231) Kimball Place - Ye 


3. NAME OF (First) (Middle) (Last) | 4. DATE (Month) (Day) (Year) 
DECEASED: j OF 
___(Type or Print) DORA CECELIA BEALL joy peeatyy Qe, 2] 1955 
5. SEX: 6. COLOR OR|7. SINGLE, MARRIED, 8. DATE OF BIRTH: 9, AGE last birthday| 1” UNDER s YEAR| IF UNDER 2a Has, 
RACE: WIDOWED. DIVORCED, 


Female W (Speeilts doy 11/13/82 | R oe Aaa Days | Hours| Min, 


IOA. USUAL OCCUPATION (Give kind of) 108. KIND OF BUSINESS 11, BIRTHPLACE (State or foreign country): |12, CITIZEN OF WHAT 
work done during most of working life, OR INDUSTRY: COUNTRY? 


even if retired): Housewi fe Pennsylvania USA. 


13. FATHER'S NAME: | 14. MOTHER'S MAIDEN NAME: 


Francis Frommeyer Sarah Kime 


(3. WAa DECEASED EVER IN U.S, ARMED FORCES? | 16. SOCIAL Secumity No. | 17. INFORMANT & ADDRESS: 


(Yes, no, orgunk.)| (If Yes, give war or dates ‘ 
fake | 06 service _202-18-8)10 __| Record, Springfield State Hospital __ 
> 18. MEDICAL CERTIFICATION af 
I DISEASES OR CONDITIONS DIRECTLY LEADING TO DEATH 


INTERVAL BETWEEN 
ONSET AND DEATH 


FOR. Beas 21 Coe cay _ Pulmonary thrombosis instant 


DUE TO 


ANTECEDENT CAUSE (8) 


DISEASES OR CONDITIONS, IF ANY, ca .. Hip Fracture. = _| 10 days 
GIVING RISE TO THE ABOVE CAUSE = nye To 
STATING UNDERLYING CAUSE LAST. 


«c) | 


Fm SIGNIFICANT CONDITIONS CONTRIBUTING : : mi 
DEATH BUT NOT RELATED TO THE Chronic brain syndrome associated with 7 years 
© OR CONDIT CAUSING DEATH. Ps j ij 


18s Da. OF OPERATION: | 198. MAJOR FINDINGS OF OPERATION 20, AUTOPSY? 


YES i) NO O 
. ACCIDENT WAS UNDERLYING 1) 218. PLACE (Home, farm, factory.| 21c. WHERE DID (City or town) (County) (State) 


OR CONTRIBUTING [] CAUSE OF DEATH| OF INJUI treet, office bldg., etc.) INJURY OCC 2. 
(IF EITHER, NOTIFY MEDICAL EXAMINER) hospi Vat Byk ke sville Carroll Md. 


21p. TIME (Month) (Day) (Year) Hour), ae INJURY OCCURRED 21F. HOW DID INJURY OCCUR? 
OF INJURY 2 h While Not while 


55 Am. 1 at work LI at work Patient fell from focking chair to floor 
22. I hereby certify that I attended the deceased from 2/4/55 , 19.55 to 2/14/... 1955, that I last saw the deceased 


alive on oh , 4 et and that fl, occurred at 8: :SOAM, from the causes and on the date stated above. 
Woes ADDRESS DATE SIGNED 


M.D. Sykesville es Maryland | 2f 
23. URIAL, it, AT Be CLA HEREOF Wh CEMETERY OR ae CATJON (City, town, or county) 
nigh SPECIFY) wT 
nigl Praseey Cos i 
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MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
CERTIFICATE OF DEATH 


1467 


"1448 
Reg. Dist. No. Foe 


$0.0 


MEDIATE CAUSE 


> 1. PLACE OF DEATH: 2. USUAL RESIDENCE (HOME) OF DECEASED: 

a 

) county Carroll MARYLAND _ state Maryland country Washington 

a CITY (If outside corporate limits, “write RURAL| LENGTH OF STAY CITYIIf outside corporate limits, write RURAL and give nearest town) 
2 » OR and give nearest town) {in this place) OR al Fi a 

a pown Sykesville 1 years Town _Clearspring 2 Sa oft / PO 1B 

> HOSPITAL OR STREET (If rural_give location) 

7 INSTITUTION OR ADORESS | 

§ |/OstReeT avoRess Sprincfield State Hospital vA 
. —— —— ——— —— — 

© |3. NAME oF (First) (Middle) (Last) _at DATE (Month) (Day) (Year) 

s DECEASED: Bren 

| _ (Type or Print) Mary E __orennan _ DEATH: Feb, 10 19 55 

o 5. SEX: 6. eanee OR |7. SINGLE MARGIE e 8. DATE OF BIRTH: |9. AGE last birthday| 1" uNoen + vean| IF UNORR 24 Has. 
i ACE: WIDO ; ? Months| Days| Hours | Min. 
o | Female | White | ‘Sreif”): Single 7-12-1875 | 19 yrs 

Y proa, USUAL OCCUPATION (Give kind of} 108. KIND OF BUSINESS 11. BIRTHPLACE (State or foreign country): j12, CITIZEN OF WHAT 
5 work ong pune most of working life. OR INDUSTRY: Ma: and COUNTRY? 

s even if reti , 

s Housekeeper Ty. U.S.A. 

2 13. FATHER’S NAME: 14, MOTHER'S MAIDEN NAME: 

Ss i 

2 James Brennan Matilda Bowman 

te 15. WAS “Deceaseo Ever IN U.S, ARMED Forceat 16. SOCIAL SECURITY NO. “17, INFORMANT & ADDRESS: 

B Yes, unk.)| (If Yes, gi r dates . 

ae Ts Mare lohan ar -- Hospital records 

¥ oh ee Se ee = suhtet 33 2 es = 

& 18. MEDICAL CERTIFICATION INTERVAL BETWEEN 
v-3 I DISEASES OR CONDITIONS DIRECTLY LEADING TO DEATH 


ONSET AND DEATH 


me 1 hay 


ANTECEDENT CAUSE (S) 
DISEASES OR CONDITIONS, IF ANY, 
GIVING RISE TO THE ABOVE CAUSE 
STATING UNDERLYING CAUSE LAST 


fod) 


SIGNIFICANT CONDITIONS CONTRIBUTING 
DEATH BUT NOT RELATED TO THE 
OR CONDITION CAUSING DEATH. 


‘ UF OPERATION: | 198, MAJOR FINDING$/OF OPERATION 20. AUTOPSY? 
— NO 
21a ACCIDENT WAS UNDERLYING 1] 218. PLACE (Home, farm, factory.| 21¢c. WHERE DID (City or town) (County) State. 
JOR CONTRIBUTING (] CAUSE OF DEATH| OF INJURY street. office bldg., ete.| INJURY OCCUR? 
(UF EITHER, NOTIFY MEDICAL EXAMINER) 
210. TIME (Month) (Day) (Year) (Hour) | 21© INJURY OCCURRED | 21F. HOW DID INJURY OCCUR? 
OF INJURY While Not while 
SSer a M. at work at work = 


22. I hereby ly y that I attended the deceased from 7- i 25 


alive on. sf . 19 SSF and that death occurred at 
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2 j70 to 7 lo , 19537 that I last saw the deceased 


-"am, from the WL, and ) the date stated above. 
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REGISTRAR'S | 
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MARGIN RESERVED FOR BINDING 
PLEASE TYPE OR WRITE PLAINLY, WITH UNFADING INK. Supply every item of information carefully. The 


5 5— 10-53 
VS. Al ¥ vt 


please write the causes of death clearly and legibly. 


jicians 


lly_ important. Physi 


is especia. 


correct age 


( 
MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 01449 


1488 CERTIFICATE OF DEATH Reg Dit No. LA cid 

1, PLACE OF DEATH: 2. USUAL RESIDENCE (HOME) OF DECEASED: 

2 
COUNTY Carroll MARYLAND state Maryland COUNTY 
CITY (If outside corporate iimits, write RURAL| LENGTH OF STAY pen outside corporate iimits, write RURAL and give nearest town) 
OR and give nearest town) (in this place) 
TOwN Sykesville 1 year S6wn Baltimore FVO ga 
fecinoon OR STREET (If rurai give location} 
NSTITUTION OR ADDRESS 9», 

/S street appress Springfield State Hospital 1729 Darley Avenue ; 

3. NAME OF (First) (Middie) (Last) 4. DATE (Month) (Day) (Year) 
DECEASED: ‘e 
(Type or Print) Osisy Carlson DEATH: 2~ Q6 26 S 

5. SEX: 6. COLOR OF |7, SINGLE. MARRIED. "| 8. DATE OF BIRTH: 9. AGE last birthday| i unoen 1 vean | Ir UNoER #4 Mma, 

Female | white VSrecttrr "Wdowed | 39-1878 76 me] pee ere 

Ox. USUAL OCCUPATION (Give kind of) 108. KIND OF BUSINESS | 11. BIRTHPLACE (State or foreign country): ]12. CITIZEN OF WHAT 
work done during most of working life., OR INDUSTRY: CopNER 
even if retired): Housewife Maryland riehe 

13. FATHER'S NAME: 14, MOTHER'S MAIDEN NAME: 

Not known Elizabeth ? 


43, Waa DECEASED EVER IN U.S. ARMED ForcEST 


(Yes, nay or unk.)] (If Yes, give war or dates 
KS, of service) 


16. SOCIAL SECURITY No. 
More. 
18. MEDICAL CERTIFICATION 
I DISEASES OR CONDITIONS DIRECTLY LEADING TO DEATH 


17. INFORMANT & ADDRESS; 
Hospital records 


INTERVAL BETWEEN 
ONSET AND DEATH 


JX : 

737% CAUSE (A) C Crebrel Vasenbar woe de wt Py reel ¢ 
ANTECEDENT CAUSE (S? Ben acs : 

DISEASES OR CONDITIONS. IF ANY. (B) dvouck Qo ae uUMmouwlg 

GIVING RISE TO THE ABOVE CAUSE nue To 


STATING UNDERLYING CAUSE LAST. 
ce) 
Il OTHER SIGNIFICANT CONDITIONS CONTRIBUTING rg 
To THE DEATH BUT NOT RELATED TO THE 7 b { 
DISEASE OR CONDITION CAUSING DEATH. Cevrebval Hvteriaslerolg | 
19A. DATE OF OPERATION: 198. MAJOR FINDINGS OF OPERATION 20. AUTOPSY? 
YES (E NO 


21¢c. WHERE DID (City or town) (County) (State) 
INJURY OCCUR? 


2ta, ACCIDENT WAS UNDERLYING 
IOR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
210. TIME (Month) {Day) (Year) (Hour) 
OF INJURY 


21s. PLACE (Home, farm, factory, 
OF INJURY street, office blde., ete.' 


2ie INJURY OCCURRED 
While Not while oO 
M. at work at work 


22. I hereby certify that I attended the deceased from ae ah} , 1958, to 2-20 fs 1955, that I last saw the deceased 


alive on hy M4 b.. 19 a Sis and that death ving) at 2P M, from the causes and 2 the date stated above. 


SIGNATURE ADDRESS ATE SIGNED 
Snap, Sah hospifal Syltequllt lad 2. 27-55 


a Soeur A ap Lh Ais 
24] BURIAL, G ATIO — THEREO! weyees OR CRE ‘TORY TION hiegpellt town, or BRS, ek 
OVAL (SPI ceva —| 
(Sahu GYlur. a-ss 


DATE REC'D BY LOCAL REGISTRAR’S SIGNATUR “2 O4 Poe STOR ADDRESS 
Leextlatey : : Z Kaban 6 ca 


cE TEES 


21F. HOW DID INJURY OCCUR? 
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MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 ()] 45) 
* 1469 CERTIFICATE OF DEATH Reg. Dist. No.7 Lococo 


I. PLACE OF DEATH: 2. USUAL RESIDENCE (HOME) OF DECEASED: 


counry CAPPOLL MARYLAND STATE MARYLAND county CAR RrLL 


CITY (If outside corporate limits, write RURAL] LENGTH OF STAY CITY (If outside eorporate iimits, write RURAL and give nearest town) 


and give nearest town) (in this place) OR wd VA 
/ TOWN YU e E L Ki, park xX 
hi STREET (If rfral give focation) 
) 


HOSPITAL OR 
INSTITUTION OR ADDRESS Bs . 


(00 STREET ADDRESS / / // We op 
3. NAME OF " (First) (Middle) (Last) | 4, DATE (Month) (Day) (Year) 


(aye or Pri aI YRICE CARR Deate: 7e/ > a w 5S 


X Bw Ven BRIDGE (i 
= i 


(Type or Print) iy 
5. SEX: $s. aphN OR 7. SINGLE, MARRIED, 8. DATE OF BIRTH: 9. AGE last birthday :| ir UNDER 1 YEAR| iF UNDER 24 HRS. 


: WIDOWED, DIVORCED, Fur 3 - [fe 3 a5. rat mene Days | Hours | Min. 


(Specify): M4 
“Toa. USUAL OCCUPATION.Give kind of ) 10b. KIND OF BUSINESS OR | 11. Se ee Laer (State or foreign country): |12. CITIZEN OF WHAT 


work done during mgst of working life, INDUSTRY, COUNTRY ?, 
even if retired) : Lada dA 
13. FATHER’S NAME Vj 14. MOTHER’: [AIDEN NAME: 


15 Was Deceased Ever IN U.S.ARMED Forces?| 16. SoctaL Security No.: | 17. INFORMANT € ADDRESS: a a 3 ii ’ 
(Yes, no, or unk.) | (If xe, give war or dates of of] & : ft 
Aap—_|serviee) FES: Ade wide Mth, 
7 
if 
v 


18. MEDICAL CERTIFICATION 
Interval Between 
1, DISEASES OR CONDITIONS DIRECTLY LEADING TO DEATH Onset And Death 


Immediate cause 


Antecedent causes (s) 
Diseases or eonditions, if any, 
giving rise to the above eause 


stating the underlying eause Inst, DUE TO 


(c) 
i. OTHER SIGNIFICANT CONDITIONS 
Conditions eontributing to the death but not 
related to the disease or condition causing death. 


19a. DATE OF ae ot 19b. MAJOR FINDINGS OF OPERATION 20. AUTOPSY ? 


Yes] No 
21. ACCIDENT (Specify) PLACE (Home, farm, faetory, street, (CITY OR TOWN) (COUNTY) (STATE) 
SUICIDE OF office bidg., ete.) 
HOMICIDE INJURY 
TIME (Month) (Day) (Year) (Hour) [INJURY OCCURED HOW DID INJURY OCCUR? 
° While at Not While 
INJURY m.__| Work 1 At Work 


22. I hereby certify that I attended the deceased from 27, Mf. .: Gers / , that I last saw the deceased 


alive on Y.. i 19xfo4 and that death occurr: ink. Gr f Gf, fom the causes and on the date stated above. 
SIGNATU! (Degree or titie : ADDBESS .. ATE SIGNED 
A EA (Zutee 4,/° Hf J 
23. BURIAL, CREMATION, | DATE THERE! NA) LOGATION (City, town, or eounh) (State) 
REMOVAL (Specify) | a4 /EE : | Call! A yy iy ‘é 


DATE REC’D BY LOCAL; REGI : LL DIRECTOR 7 PES ee 
FP I2/ 55 ’ Lae dws doce, Mulgan 
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item of information carefully. The correct 


i 


WITH UNFADING INK. Su 


? 


lly important. Physicians 


WRITE PLAINLY, 


ply every 
please aie the causes of dea’ 


th clearly and legibly. 


age is especia’ 


- 4479 01451 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 Reg. Dist. 
MEDICAL EXAMINER’S CERTIFICATE OF DEATH wo. LEE. 
1. PLACE OF DEATH: 2. USUAL RESIDENCE (HOME) OF DECEASED: 
couny CARROLL MARYLAND statef(A-2 7403.) county 
CITY (If outside corporate iimits, write RURAL Bee OF po Gs (If outside corporate iimits write RURAL and give nearest town) 
in this ple ee 
fellas. 8 town 2 417 (qMoeRE IV ase ib 
HOSPITALOR Coping FIELD STATS STREET (It Grail, lye locatish) j 
ASE ADs tees mire apc sae mepnbeaaacage imi 
3. RE ae (First) (Middie) (Last) 4. DATE (Month) (Day) (Year) 
DeCEASHPiny HORACE STANLEY CHASE | Skaru NURSE 19 SS 


6. COLOR OR 
R. 


fF SEX: Ach ‘ 


™M 


Ida. USUAL OCCUPATION 
work done during 
even if retired) : 


i. Se apn ORGED, 8. DATE OF BIRTH: 9. AGE iast birthday: | IF UNDER 1 YEAR | IF UNDER 24 HRS. 
(Speci) of Coe 8 14 {é Sez she se Months} Days | Hours | Min. 
(Give kind of | 10b. renga ASS OR 11. BIRTHPLACE (State or foreign country):| 12. CITIZEN OF WIIAT 

t of work life, INDUSTRY: o> : UNTRY 7. 

Co Wane? 
14. MOTHER’S MAIDEN NAME: 
EULEW fy. Sher ern 


13. FATHER’S NAME: 
16. Was DeceaseD Ever IN U.S. ARMED Forces?| 16, Socta Security No.: 17. INFORMANT & ADDRESS: 
Yih. - Hoafe tat Record. 


(Yes, no, or unk.)| (If Yes, give war or dates of 
ea) 
18. MEDICAL CERTIFICATION 


service) 
| INTERVAL BETWEEN 
1 DISEASES OR oY aa DIRECTLY LEADING TO DEATH: Onser AND DEATH, 
ty 


Immediate cause 


Antecedent cause(s) ON EARCTION oy. 
Diseases or conditions) if afiy, OB) stewrcrecececnscnscresesreeesesestittttenestateeiatssian fie 


Yy giving rise to the above cause DUE TO 
a 


ITION CAUSING DEATH. 
19a. DATE OF | 19. MAJOR FINDING OF OPERATIO) 


| 20. AUTOPSY? 


Yeo 
2la. EXTERNAL CAUSE WAS 2Ib. PLACE (Home, farm, factory, 2le. (City or town) (County) (State) 
PRIMARY or CONTRIBUTING (1) OF street, office bldz., etc., 
CAUSE OF DEATH. INJURY # 
21d. TIME (Month) (Day) (Year) (Hour)| 2le INJURY OCCURRED 21f. HOW DID INJURY OCCURT 
OF Whileat Not while | 
INJURY M.| work [] at_work [) 


22, I hereby certify that I took charge of the remains described above, held an Autopsy mw Inspection [], Inquiry 0, and 
ind that death resulted from: Natural causes [], Accident [1], Suicide [], Homicide ], Undetermined cause Q. 
SIGNATURE CHIEF MEDICAL EXAMINER # DATE SIGNED, 


~ DEPUTY MEDICAL EXAMINER 
iy og / a , ee ee M.D. ASSISTANT MEDICAL EXAM. FI 2h b3 


i NAME OF CEMETERY OR CREMATORY | LOCATION (City, town, or couhty) (State) 


[23- BURIAL, CREMATION, DATE THEREOF | 
. 
CALE »)» LE 


RMOVAL (Specify) : 
2 ADDRESS 


Lgullecoeller, tif 


| 
pect REGISTRAR’S SIGNATUR: 


AA 


A | 
nvaund 


cool 7 
uy 
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MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
* 41474 CERTIFICATE OF DEATH Reg. Dist. No. 


PLACE OF DEATH: . 2. USUAL RESIDENCE (HOME) OF DECEASED: 


\ 


co (If outside corporate limits, write RURAL LENGTH OF STAY CITY (If outside corporate limits, write RURAL and give nearest ; town) 
and give nearest town) tin this place) ro] 


R 
Fown Sykesville Imonthhdays TOWN Baltimore City (18) 3Yo /~u% 
HOSPITAL OR STREET (If rural give location) 
7 gr NSTITUTION OR ADDRESS 


STREET ADDRESS SPRINGFIELD STATE HOSPITAL _h_E. 32nd Street oe 


3. NAME OF (First) (Middle) (Last) ‘ | 4. PATE (Month) — (Day) (Year) 


DECEASED: earn February 35 1955 


_Viype or Pent) KATE WARREN CONSTANTINE 
S) SEX: 6. eeees OR |7. SINGLE, MARRIED, 8, DATE OF BIRTH: “|. AGE last birthday | 1° UNDER | YEAR| 
ACE: WIDOWED, DIVORCED, 


ee (Specify): Single | 5-19=1860 i Qh vrs | eel ei 


hOa. USUAL OCCUPATION (Give kind of/ 108. KIND OF BUSINESS 11. BIRTHPLACE (State or foreign country) : . CITIZEN OF WHAT WHAT 
work done during most of working life. OR INDUSTRY: COUNTRY? 


ofiigh, retired)? Pets nad School Maryland U.S.A. 


13. Paener} NAME: . MOTHER'S MAIDEN NAME: 


COUNTY Carroll MARYLAND. state Maryland UNTY. 


Ir UNOER 24 HRe._ 
Months| Days | Hours ene Min. 


Daniel L, Constantine Katherine Kneip 


18, Waa DECEASED Ever IN U.S. ARMEO FORCES? | t6. SOCIAL Secumity NO. | 17, INFORMANT & ADDRESS: 
(Yes, no, or unk.)] (If Yes, give war or dates ' 
_No chee ee SSA os Hose tad records _¥ 


18. MEDICAL CERTIFICATION INTERVAL BETWEEN 
ONSET AND DEATH 
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on 


IMMEDIATE CAUSE 
ANTECEDENT CAUSE (8) 


DISEASES OR CONDITIONS. IF ANY. 
GIVING RISE TO THE ABOVE CAUSE 


STATING UNDERLYING CAUSE LAST. : 
= or plecchicbes lyf 
i ® SIGNIFICANT CONDITIONS CONTRIBUTING j 
i | DEATH BUT NOT RELATED TO THE CBS ees ¥re disturbance o ved peas) mie 4 
_ OR CONDITION CAUSING DEATH. ag bh e k years 


OF OPERATION: | 198. MAJOR FINDINGS OF OPERATION with psychotic reaction. 20, AUTOPSY? 


oe = 
21a, ACCIDENT WAS UNDERLYING (] | 218. PLACE (Home, farm, factory) 21c. WHERE DID (City) Sr town) (County) (State) 
OR CONTRIBUTING [] CAUSE OF DEATH] OF INJURY street, office bldg., etc.| INJURY OCCUR? 
(If EITHER, NOTIFY MEDICAL EXAMINER) 
21p. TIME (Month) (Day) (Year) (Hour) | 21e INJURY OCCURRED | 21F. HOW DID INJURY OCCUR? 
OF INJURY While Not while 
M, at work at work 


MARGIN RESERVED FOR BINDING 


, 1985, to..2=15..., 195, that I last saw the deceased 


alive on ...2-15. .19.55, and that death occurred at 7:10PM, from the causes and on the date stated above. 
SIGNATPRE ADDRESS DATE SIGNED 
‘ é mv. Springfield Spate Hospital 2-16-55 


23. BURIAL, Sterceirys | DATE TH NAME OF CEMETERY OR CREMATORY lees gg (City, town, or county) 
ye 


REMOVAL (SPECIFY) 4 
Burial Feb. 18,1955 New = ae Cem. altimore, Ma. 


—C'D BY LOCAL an S SIGNATURE 24. FUNERAL DIRECTOR ADDRESS 


Zee Kladash: le ke ioren 3g00 U. nadinnre BA] 


ro 
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correct age is especially important. Physicians: 
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VS. A1l5 — 10-53 + 
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PLEASE TYPE OR WRITE P. 


please write the causes of death clearly and legibly. 


correct age is especially.important. Physicians 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
CERTIFICATE OF DEATH 


i 


01453 
Reg. Dist. No. DH 


1, PLACE OF DEATH: ae 


___ Carrol} 


____ COUNTY MARYLAND 


USUAL RESIDENCE (HOME) OF DECEASED: 


state Md COUNTY __ 


CITY (If outside corporate limits, “write RURAL| 
OR and give nearest town) 


TOWN Sykesville 


LENGTH OF STAY 
(in this place) 


_T_yrs 


eirvilt outside corporate limits, write RURAL and give neareat town) 
SOwn 


¥ é 


HOSPITAL OR 
INSTITUTION OR 


/ street appress Springfield State Hospital _ 


STREET 


(If rural give location) 
ADDRESS 


123 East Barney St. 


3. NAME OF (Middle) 
DECEASED: 


(Type or Print) —_ Joseph Thomas 


(First) 


(Last) 


Coulford 


A. GATE (Month) (Day) 


DeRrne Feb 12 


S. Sex: ©. 9/5. COLOR OR |7. SINGLE. MARRIED. 
RACE WIDOWED, DIVORCED. 


male white (Specify) ‘married 


8. DATE OF BIRTH: 


10-3-1888 


“|S. AGE last birthday 


66 re. 


FUNDER $ YEAR | 


77 ta 
Months | Days 


Hours Min. 


10a. USUAL OCCUPATION (Give kind of 


work done during most of working life. 


even if retired epee metal 


108. KIND OF BUSINESS 
OR INDUSTRY: 


iorker tad - 


ie 


Baltimore, Md 


BIRTHPLACE (State or foreign country): [12. CITIZEN 


COUNTRY 


USA. - 


13. FATHER'S NAME: 


Thomas Coulford 


[ 14. MOTHER'S MAIDEN NAME: 


Molly Bladrely 


18. Waa DECEASED EVER IN U.S. ARMED FORCES? 


(Yes, no, gr unk.)| (If Yes, give war or dates 
3 of service) ? 


18. SOCIAL SECURITY No. 


17. 


INFORMANT & ADDRESS: 


Records of Springfield State Hospital 


18. MEDICAL CERTIFICATION 


I DISEASES OR CONDITIONS DIRECTLY LEADING TO DEATH 


U20.0 


IMMEDIATE CAUSE 


ca) Bronchopneumonia 


INTERVAL BETWEEN 
ONSET AND DEATH 


6 days 


DUE TO 
ANTECEDENT CAUSE (8) 


DISEASES OR CONDITIONS, IF ANY. 


ww, Arteriosclerotic heart disease 


than 9 yrs. 


GIV'NG RISE TO THE ABOVE CAUSE DUE TO 
ST47ING UNDERLYING CAUSE LAST. 


(co) 


& SIGNIFICANT CONDITIONS CONTRIBUTING 
_ DEATH BUT NOT RELATED TO THE 
OR CONDITION CAUSING DEATH. 


194 DA OF OPERATION: 198. MAJOR FINDINGS OF OPERATION 


20, AUTOPSY? 


Yes | NO 


21e. PLACE (Home, farm, factory. 
OF INJURY street, office bldg., ete.’ 


21a, ACCIDENT WAS UNDERLYING) 
OR CONTRIBUTING (] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) ney 


21c. WHERE DID 
INJURY OCCUR? 


(City or town) (County) (State) 


2io. TIME (Month) (Day) (Year) (Hour) | 21© INJURY OCCURRED 
OF INJURY While oO Not while 
fowon soit M. at work 


21F. HOW DID INJURY OCCUR? 


at work 
22. I hereby certify that I attended the deceased from 6 = 23 
alive on 2. =.12 


SIGNATURE 


er Ss vet he 


148 .t0 2-— 12 
pk 5s. and that death occurred at6thoP M, from the causes and on the date stated above. 


‘ Iss , that I last saw the deceased 


ADDRESS. DATE SIGNED 


DATE THEREOF” 


-1S5- SF 


23, BURIAL, CARNATION] 


ap (SPECIFY) 
DATE REC’ BY LOCAL 


ke: ld. ap Hebel? 1955 
ik 4 Putas hee gh 5 BOC mICNGGes tn oe ene {State} 


RAR, 


LE LISS 


FUNERAL DI CTOR 
Sg 


ray 
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f death clearly and legibly. 


correct agé is especially important. Physicians: 


please write the cause: 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 014 
$1473) ogRTIFICATE OF DEATH Reg. Dist. No. My. 


1, PLACE OF DEATH: 2. USUAL RESIDENCE (HOME) OF DECEASED: 


_COUNTY Carroll __ MARYLAND STATE “aryland county Mon’ 


CITY (If outside corporate limits, write RURAL| LENGTH OF STAY Siege outside corporate limits, write RURAL and give nearest Gar 
OR and give nearest town) (in this place) 


_XTOWN Rural - Sykesville Town Brookville 13 Xo 


HOSPITAL OR STREET (If rural give location) 
INSTITUTION OR ADDRESS 


/SSTREET appress Springfield State Hospital Ww : gis 


3. NAME OF (First (Middle) (Last) 4. DATE (Month) (Day) (Year) 


DECEASED: . oF 
__{Type or Print) SAMUEL White DARNE DEATH: 2 h 19 55 
5. SEX: 6. COLOR OR|7. SINGLE, MARRIED, 6. DATE OF BIRTH: |9. AGE last birthday) 1F UNDER s vean| 
RACE: WIDOWED, DIVORCED, 


n a (Specify) : widower 11/26/60 | Thi yrs. 


WOK. USUAL OCCUPATION (Give kind of} 108. KIND OF ‘BUSINESS | 11. BIRTHPLACE (State or foreign country): |12, CITIZEN OF WHAT 


work done during m of working life, OR 'yDU COUNTRY? 
even if reel Bee goer) LA. AS. 


13. FATHER’S NAME: 14. MOTHER'S MAIDEN NAME: 


Vr UNDER 24 HRs. 
| Months| Days | Hours | Min. 


ww Alexander Darne Ruth £._ Darby 


13. WAa DECEASED EVER IN U.S, ARMED Forces? 18, SOCIAL SECUR: No. 17. INFORMANT & ADDRESS: r 


(Yes, no, or unk.)} (If Yes, ‘ive war or dates 
a ee ek : _'Record, Springfield State Hospital 
18. “MEDICAL CERTIFICATION INTERVAL TWEEN 
DISEASES OR CONDITIONS DIRECTLY LEADING TO DEATH ONSET AND DEATH 
331! 
mek CAUSE cay Cerebral hemorrhage 2 days 
DUE TO 


ANTECEDENT CAUSE (8) 
DISEASES OR CONDITIONS, IF ANY. cB) years 
GIVING RISE TO THE ABOVE CAUSE pnyE To 
STATING UNDERLYING CAUSE LAST. 
(c) 
FR SIGNIFICANT CONDITIONS CONTRIBUTING ao baa is 5 bea eae 
\ DEATH BUT NOT RELATED TO THE me. ocia ated t ars 
Er EON CHMGAUEING GE AG cerebsat’ BEE. BE oscleto “ipa ada Rotts Peact: V 
: "OR CONDITION CAUSING DEATH. ESE OTB— _ALVETIOSC Ae TOS1S , With psyenotic feact., © 

19a DA.. OF OPERATION: | 198. MAJOR FINDINGS OF OPERATION 


20, AUTOPSY? 


Yes G NOR 
21a. ACCIDENT WAS UNDERLYING) | 218. PLACE (Home, farm, factory.| 21c. WHERE DID (City or town) (County) (State) 
JOR CONTRIBUTING L] CAUSE OF DEATH] OF INJURY street, office bldg., ete.) INJURY OCCUR? ; 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
21D. TIME (Month) (Day) (Year) (Hour) | 21€ INJURY OCCURRED | 2IF. HOW DID INJURY OCCUR? 

OF INJURY While O Not while 
M. at work at work 


22. I hereby certify that I ajtanded the deceased from 1/21 , 19.55, to Cf... , 1§5., that I last saw the deceased 
alive on 2/u/ 5 fo8s, snd that death occurred at2 hs HM, from the causes and on the date stated above. 


IGNATURE ADDRESS DATE SIGNED 
« Afodinn : = vi Maryland 2/4/55 
23, BURIAL, CREMATI ml DATE THEREOF NAME OF SEMETERY OR caekesy | Lo “ATION (City, town, or county) 


OVAL (SPECIFY) 
Gacsceys 2-9-S. = | Ceerx<.| setter, a. 
ATE REC'D’BY LOCAL REGISTRAR'S ise . eae 24. FUNERAL DIRECTOR 
ce} 


ADDRESS 


Loess | _@ taste Ll d Ren$- Wiborere., Ue, 


) 


¥ 


vi 
jon care: 


i — 10-53 
Soot @ (-) MARGIN RESERVED FOR BINDING 


fully. The 


please write the causes of death clearly and legibly. 


PLEASE TYPE OR WRITE PLAINLY, WITH UNFADING INK. Supply every item of informati 


tant. Physicians: 


jally impor’ 


is especia. 


correct age 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18() 1455 


* 1474 CERTIFICATE OF DEATH Reg. Dist. No. 7H... 
1. PLACE OF DEATH: 2. USUAL RESIDENCE (HOME) OF DECEASED: 
county Carroll MARYLAND stare Maryland country Montgomery 
CITY (If outside corporate limits, write RURAL| LENGTH OF STAY GITYAIE outside corporate limits, write RURAL and give nearest town) 
OR and give nearest town) (in thia place) 
Y Town Sykesville 1 year TOWN Chevy Chase J5 X22 
ge sal OR 4 ouneeae (If rural give location) 
-INSTITUTION © 
; : 3 vi 
/ASSTREET ADDRESSSpringfield State Hospital 4898 Chevy Chase Blvd. \ 
3. NAME OF (First) (Middle) (Last) 4, DATE (Month) (Day) (Year) 
DECEASED: E - OF a 
(Type or Prin) Caroline Anna Doying BEATE; ema Ri 19> 
3. SEX: 6. COLOR OR {7. SINGLE. MARRIED. | 8. DATE OF BIRTH: 9. AGE last birthday] 1F unDen + vean | Ir unown 24 Hma. 
- 2WED. D A Months| Days | Hours Min, 
Female White (Specify): Widow 10-17-187)) | 80 yrs. » 
TOA. USUAL OCCUPATION (Give kind of] 108. KIND OF BUSINESS 11, BIRTHPLACE (State or foreign country): [12. CITIZEN OF WHAT 
work done during most of working life, OR, INDUSTRY: pea 
even If retired): Housewife = eee New York eA. 
13. FATHER’S NAME: 14. MOTHER'S MAIDEN NAME: 
Lewis Huner Marie Lipp 
18, Wag DECEASED EVER IN U.S, ARMEO FORCES? | 16. SOCIAL SecuRiTy, NO. 17. INFORMANT & ADDRESS: 
Yes, k.)| (It Yes, dates ‘ 
ee ees of i ee aes Back. Hospital records “4 
NOe = r 


18. MEDICAL CERTIFICATION INTERVAL BETWEEN 


1 DISEASES OR CONDITIONS DIRECTLY LEADING To DEATH ONSEX AND DEATH 
4ea,/ CAUSE (A) re Oe ~ ft Wher, Dita _| —— 


DUE TO 
ANTECEDENT CAUSE (8> 


DISEASES OR CONDITIONS, IF ANY. (B) Corpo -Va pe ae Le $e uae. jflosta— 


GIVING RISE TO THE ABOVE CAUSE = nye To 
STATING UNDERLYING CAUSE LAST. 


(> 
Ti OTHER SIGNIFICANT CONDITIONS CONTRIBUTING 

TO THE DEATH BUT NOT RELATED TO THE 
DISEASE OR CONDITION CAUSING DEATH. ADSZE2," AL-< 
TSA. DATE OF OPERATION: | 198. MAJOR FINDINGS OF OPERATION Y 20, AUTOPSY? 
—_—_e—_ <a Ce ves OY Nol] 


21a. ACCIDENT WAS UNDERLYING (] 
OR CONTRIBUTING [) CAUSE OF DEATH) 
CIF EITHER, NOTIFY MEDICAL EXAMINER) 


21s. PLACE (Home, farm, factory. 


21c. WHERE DID (City or town) (County) {State} 
OF INJURY street, office bldg., etc. 


INJURY OCCUR? 


210. TIME (Month) Rete (Year) (Hour) 
OF INJURY 


ea UNSERY: OCCURRED 


21F. HOW DID INJURY OCCUR? 
fal Not while 
q eee at work 


—_—_—___ 


22. I hereby 7,7 that J attended the deceased from Peal:) Rx 4 to yes 7 7 7. , 199-8 that I last saw the deceased 
alive on Lge and that death occurred a8 ve. aM, from the causes and on yj date stated above. 


SIGNATURE _ ADDRESS aaee eon 
M. 2/14 = 
23. BURIAL, ee DATE THEREOF ey rey OF =U R ke ‘TORY LOCATISN tl town, or coyhty) (State) 
ch aed JEPECIFY) 


- 7B. 


Co. 
ALO = L. ss nae” 24, o> Sa DIR os 
RF AZZ2, Let De 


DATE, REC‘D BY LOCAL 
REGISTRAR 


J 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 0145 a 
1458 CERTIFICATE OF DEATH Rog. Dist. No.uL 


2. USUAL RESIDENCE (HOME) OF DEG 
MARYLAND STATE ~___ COUNTY Cal \ 
outside sorporete. vale write RURAL er etae Be he 


a ‘ive this place) Ns (If outsjde corporate limita, write RURAL and give nearest town) 
aha TOWN Lesdrntrcé te RY 


1, PLACE OF DEATH: 


te) 
Q} town, 


eee ee STREET (If rural, give location) 
Og STREET ADDRESS ij Cet erie df Me (Ggart 


arefully. The correct 


tion ¢: 


WITH-UNFADING INK. Supply every item of informat 


8. NAME oF (First) Middle) (Last) 4. DATE Month) (Day) (Year) 
SED: OF 
(Type or Print) (, ZA JPE NC E Lon PRrD E N DEATH: Wed pS5 
5. SEX: 6. COLOR OR 7. SINGLE, MARRIED, in DATE OF BIRTH: 9. AGE last birthday: | 1F UNDER 1 YEAR| IF UNDER 24 HRs. 
RACE: WIDOWED, DIVORCED, Months | Daya] Hours l Min. 
12. CITIZEN OF WHAT 


COUNTRY? 


U-SA. 


Speti; (nay ml | z 75 7 gq yrs 
I¢a, USUAL Sn See (Give kind af 5 x SUSINESS | 11. BIRTHPLACE (State or foreign country): 


. hes oa. (nel. 
iff: 14, MOTHER'S MAIDEN NAME: 
“fins Deceasen Bven IN US. ‘aig occ 2 Ie. Socian Sxcuniry No.: 
(Yes, no, or unk.) (If Yes. give war 6f dates of 


é 
17. ees 3 Chin A AF 
a0 | service) W/2> 05-3279| 

18, MEDICAL CERTIFICATION 


LEADING TO DEATH: 


INTERVAL BET 
Onsey ann DEATH 


I, DISEASES OR CONDITIONS DIRECTL 
¢ 

hey otet 

Immediate cause (a) sear. 


: please writethe causes of death clearly and legibly. 


MARGIN RESERVED FOR BINDING 


n 
g Antecedent cause(s) 
'S Diseases or conditions, if any, 
3 giving rise to the above cause DUE TO 
2 stating underlying cause last 
i) I. OTHMER SIGNIFICANT CONDITIONS: 
2 Conditions contributing to the death but not 
ee os related to the disease or condition causing denth, g 
& Y9a. DATE OF OPERATION: | 19b, MAJOR FINDINGS OF OPERATION: i ‘ 
° 
a YesO} No hb 
A SI. ACCIDENT (Specify) eae (Home, farm, factory, street, { (CITY OR TOWN) (COUNTY) (STATE) 
oy SUICIDE office bidg., ete.) | 
a HOMICIDE InsuRY | 
x ‘TIME (Month) (Day) (Year) (Hour) | INJURY OCCURRED HOW DID INJURY OCCUR? 
oF ; While at Not while 
@ INJURY M. | work(} at work) 


22, I hereby certify that I attended the deceased pac ao eel Fist that I last saw the deceased 


alive on..\..<4 Y, al isbo., and that death oceurked el from the causes and on the date stated Beet 
? Ww. D.40e EE OR TITLE) bid wae eA TE SIG. 


Than 
Z 5.) Spa ina eu BATE THEREOF ME OF alo tan aie g 
C>’ RB! fopecify) : 
Aye 1h 93-1955 
Dee ECD BY ee “| cians Ss A Oy We Lan E TERAL DIRECT 7) Y, “eh SS 


TORY LOCATION (City, wen. or county) 


PLEASE WRITE PLAINLY, 
age is especia 


VS. AIB 8-51 


PEPEANP STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 01 4 
_ CERTIFICATE OF DEATH Reg. Dist. DY 


1. PLACE OF DEATH: 2. USUAL RESIDENCE (HOME) OF DECEASED: 


county Carrol] _ MARYLAND _ STATE MM; _COUNTY 


CITY (If outside corporate limits, write RURAL! LENGTH OF STAY elcr outside corporate limits, write RURAL and give neareat town) 


and give nearest town) in phis place) ae 
ae faze) TOWN Baltdno re WAS 


HOSPITAL OR STREET Uf rural give location) 
NSTITUTION OR ADDRESS 
/GRTREET ABORESS Springfield State Hospital _ ___ 2001 Alameda , Baltimore, . 
3. NAME OF (First) (Middle) (Last) ‘4. DATE (Mont (Year) 
DECEASED: 


See JOHN ROBERT. ridge, Sr. Death: 2/, 19 55 


information carefully. The 


please write the causes of death clearly and legibly. 


5. SEX: 6. COLOR OR |7. SINGLE, MARRIED, | 8. oar OF BI 
RACE: WIDOWED, DIVORCED. 


_Male W __Srecifet owed. SES IP 6r).¥ I. fe 

10a. USUAL OCCUPATION (Give kind of) 108. KIND OF BUSINESS 11, BIRTHPLACE (State or foreign country): |12. CITIZEN © HAT 
work done during most of working life. OR_INOUSTRY: ¥ Gountry? “NAT 
even if retired): Salesman USA 


13. FATHER'S NAME: 14. Moreen es MAIDEN NAME: ; 
i 


4s" Patrick Etridge Katherine —— 


15. WAS DECEASEO EVER IN U.S. ARMEO FORCEST 16, SOCIAL SECURITY NO, 17, INFORMANT & AODRESS; 


(Yes, no, or ynk.)| (If Yes, give war or dates 
Yh. cof service) = _ Aevek. - = Record, Springfield State Hospital = 
18. MEDICAL CERTIFICATION 
I DISEASES OR CONDITIONS DIRECTLY LEADING TO DEATH 
LZOo.o 
IMMEDIATE CAUSE cay _Bronchopneumonia 1 day 
DUE To 


\9. AGE last birthday| IF UNDER 1 veaR | Ir UNDER 24 Hf 
| Months| Days | Hours Min. 


INTERVAL BETWEEN 
ONSET AND DEATH 


ANTECEDENT CAUSE (8) 


DISEASES OR CONDITIONS. IF ANY, «» Arbteriosclerotic heart disease . _|_years 
GIVING RISE TO THE ABOVE CAUSE DUE To 
STATING UNDERLYING CAUSE LAST. 


J ‘c) _Parotitis, septic 2 da 
IE GEATH DU; NOMAEATED Te Toe Oh none bral nvayna rome mescciated 3 weeks 


OR CONDITION CAUSING DEATH. 323 rteriosclerosis, psychotic ct. 
TSA Di OF OPERATION: | 198, MAJOR FINDINGS OF OPERATION 20. AUTOPSY? 


- 7 . 4 YES kk) NO oO 


21a. ACCIDENT WAS UNDERLYING 1 218. PLACE (Home, farm, factory.| 21¢. WHERE DID (City or town) (County) (State) 
OR CONTRIBUTING [] CAUSE OF DEATH) OF INJURY street, office bldg., ete.| INJURY OCCURT 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
21D. TIME (Month) (Day) (Year) (Hour) af INJURY OCCURRED {| 21F. HOW DID INJURY OCCUR? 
OF INJURY While Not while 
M. at work at work 


inal hereby Oe) ject I attended the deceased from BA jon a 1955, to 2/6/55 19...., that I last saw the deceased 
alive on .., and that death occurred atts Py, from the causes and on the date stated above. 


“ain r ADDRESS DATE SIGNED 
23. BURIAL, CREMATIO DATE THEREOF | NAME Se CEMETERY OR s apteavitie, | LOCATION aw town, or 5 Ain (State) 
co" 


pee (SPECIFY) 
| £- 9-55" Lee 
DATE -Biecece BY a REGISTRAR'S SIGNATURE 24. Look Sue. Guu. L212, 
iE 


eee DRESS 
ZI4GS \Getette Zila Look, Soe. AEE 


& 
s 
6 
& 
=) 
8 
5 
& 
i=) 
<4 
> 
24 
fg 
Hn 
a 
-4 
es 
z 
S 
“4 
< 
= 


correct age is especially important. Physicians: 


gs 


PLEASE TYPE OR WRITE PLAINLY, WITH UNFADING INK. Supply every item 


vs. > @ / 


+. 


VS. A156 — 10-53 (~) 
. ii @ MARGIN RESERVED FOR BINDING 


PLEASE TYPE OR WRITE PLAINLY, WITH UNFADING INK. Supply every item of information: 


Tefully. The 


correct age is especially important. Physicians: 


please write the causes of death clearly and legibly. 


ima 
MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 01458 


: 1476 CERTIFICATE OF DEATH Reg. Dist. No. 4a 
1, PLACE OF DEATH; 2. USUAL RESIDENCE (HOME) OF DECEASED: 
county Carroll MARYLAND statHary land COUNTY __ 
Si (If outside corporate limits, write RURAL] LENGTH OF STAY matt outside corporate limits, write RURAL and give nearest town) 
and give nearest town) (in this place) 2 
x Town Rural - Sykesville 28Y5M Wp TOWN Batimee | SB 
HOSPITAL OR STREET (If rural give location) 
INSTITUTION OR ADDRESS 
/ 5 STREET ADDRESS Sorinefield State Hospital x Wiel y VY 
3. NAME OF (First) (Middiey (Last) aie a DATE ~ (Month) (Day) “(Year) 
DECEASED: 
| __ (Type or Print) —_ JACOB FORLOREN_(Vanlewuen) DEATH: 2 kk 1955 
8. SEX: oe GOLOR OR |7. SINGLE. MARRIED. | 8, DATE OF BIRTH: |9. AGE last birthday OFR | YEAR| IF UNOER 24 HRS, 
; Months| Days | Hours | Min. 
M W Speci) sine le 1880 | th vt, “ae 
HOA. USUAL OCCUPATION (Give kind of 12. CITIZEN OF WHAT 


108. ea OF BUSINESS 11, BIRTHPLACE (State or foreign country): 
work done during most of working life, OR INDUSTRY: COUNTRY? =) 


even if retired) ‘none PS 7 aaa Holland : 
13. FATHER'S NAME: 14. MOTHER'S MAIDEN NAME: 


—_ 


Josepn Vanlewuen 

48, WAg DECEASED EVER IN U.S, ARMED FORCES? 
(Yes, no, or unk.)| (If Yes, give war or dates 
no of service) —"" | FH72e__ Record, Springfield State Hospital 
‘eT ‘ <<. 16. MEDICAL CERTIFICATION INTERVAL BETWEEN 
I DISEASES OR CONDITIONS DIRECTLY LEADING TO DEATH ONSET AND DEATH 


“neofAre cause ww —_ etal hewecr Phas tee tthe 
ANTECEDENT CAUSE (8) Poets 


DISEASES OR CONDITIONS, IF ANY, CB) £ itr oho yp hotter * Voie 


GIVING RISE TO THE ABOVE CAUSE = gye To 
STATING UNDERLYING CAUSE LAST. 


Je PD phi aber au fe bach | mendhy 


i .—& SIGNIFICANT CONDITIONS CONTRIBUTING 


18. SOCIAL SECURITY NO. 17. INFORMANT & ADDRESS: 


_ § DEATH BUT NOT RELATED TO THE + 8 : . 

7 SHERERSNDI TION GAUSINGAGEATH. “eee Deficiency liao birth 

7S: D4 OF OPERATION: | 198. MAJOR FINDINGS OF OPERATION ° 20. AUTOPSY? # 
ves 4 


Zila. ACCIDENT WAS UNDERLYING () 
OR CONTRIBUTING [] CAUSE OF DEATH! 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


210 TIME (Month) (Day) (Year) (Hour) 


21B. PLACE (Home, farm, factory. 


21¢c. WHERE DID (City or town) (County) (State) 
OF INJURY street, office bldg., ete. 


INJURY OCCUR? 


2\e INJURY OCCURRED | 2IF. HOW DID INJURY OCCUR? 


OF INJURY While Not while 
M. at work at work 
22. 1 hereby certify that I attended the deceased from Wan, alos 55 to 2/uf j 1955 , that I last saw the deceased 
alive on 2/3/ , 19.55, and that death occurred ail2:O5AM, from the causes and on the date stated above. 
SIGNATU) “f 1 ‘ ADDRESS DATE SIGNED 
ht Wve q Hf - J (mun tf : mv. Sykesville - ae 2/4/55 
23. BURIAL, “greeny | DATE THEREO 7, NAME, OF CEMETERY OR.GREMATORY: ON, (City, town, or wf) {State} 


BP (SPECIFY) ey IPL) 


DATE, REC'D’ BY LOCAL REGISTRAR'S SIGNAT! 


= 24 LD A, spec, DIRECT ea de 
$s AE. tA AbLEZ en) 


¢ 


MARGIN RESERVED FOR BINDING 


VS. A165 8-51 rd Loo 


Me 
. The eorrect 


item of information carefull 


: please write the causes of death clearly and legibly. 


i 


icians 


PLEASE WRITE PLAINLY, WITH UNFADING INK. Supply every 
age is especially important. Phys’ 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 Las 


t 7 4 77 CERTIFICATE OF DEATH Reg. Dist. No... 
1. PLACE OF DEATH: 2, USUAL RESIDENCE (HOME) OF DECEASED: 
county Carroll MARYLAND sTATEMaryland county Car 
Gas Gea ile eee tinier eae RURAL (PONCE oe erAY CITY (If outside corporate limits, os RURAL and give nearest town) 
yx fom Leet Westminster Pit oR, rural --Westminster 
HOSPITAL OR tg ural give leettay= ; give location) 
INSTITUTION OR Ruan es Sie eal f 
6 STREET ADDRESS 
3. NAME OF (First) (Middle) ‘(Tast) “DATE (Month) (Day) (Year) 


DECEASED: 


(Type or Print) 1H FRANKLIN 
6. BEX: & nace OR 7. SINGLE, MARRIED, 8. DATE OF BIRTH: 
RACE: WIDOWED, DIVORCED, 
white GSrecifparried 8-5-1879 
10a, USUAL OCCUPATION (Give kind of | 10b. KIND OF BUSINESS OR 
work done during most of zea) fife, INDUSTRY: 


cveph rivet (retired owner 


— =Meryland bh 
13. FATHER’S NAME: 14. MOTHER'S MAIDEN NAME: 


Nathen Franklin Sarah ?? 


15. Was Deceasep Ever In U.S. Anatep Forces | 16. SOciAL SecuniTy No,: | 17. INFORMANT & ADDRESS: 
(Yes, no, or unk.)! (If Yes, give war or dates of 2 
Mrs. Clara Franklin, WestminsterMd. 


OF 

pean:  FHB, 24, 19 55 

9. AGE last birthday: | if UNDER 1 YRAR [IF UNDER 24 HRS. 

75 ee Hours | Min, 
yrs. 


11. BIRTHPLACE (State or foreign country) : 


12, CITIZEN OF WHAT 
COUNTRY? 


service) 


no _! | none 


18. MEDICAL CERTIFICATION 


1 DiS OR CONDITIONS DIRECTLY LEADING TO DEATH: Oise aC 


Cs 


Ge gal cause 


Antecedent cause(s) 

Diseases or conditions, if any, 
giving rise to the above cause 
stating underlying cause last 


IL, OTHER SIGNIFICANT aT 
Conditions contributing to the death but not ' 
related to the disease or condition causing death. 7 

19a. DATE OF OPERATION:| 19b. MAJOR FINDINGS OF OPERATION: 20, AUTOPSY? 


| Yes No _ 


a ee 
21. ACCIDENT (Specify) PLACE (Home, farm, factory, street, | (CITY OR TOWN) (COUNTY) (STATE) 
SUICIDE Or Ree bldg., ete.) 
HOMICIDE INJU! i 
TIME (Month) (Day) (Year) (Hour) meee OCCURRED HOW DID INJURY OCCUR? 
or While at Not while 
INJURY M. work () at work (] 


=- 
22, I hereby certify that I attended the deceased from... tot ehet, 19..960.8 that I last saw the deceased 


& (ean on tthe 2d 199.4 \..., and that death adenerel int. S20 , from the causes and on the date stated above. 


ATURE (DEG OR TITLE) ot Hin) DATE SIGNED 
Sau SJ. Ped. Bf 24 fog 
23. BURIAL, CREMATION ie DATE THEREOF 26.1955 | NAME OF CEMETERY OR CREMATORY LOCATION (City, town, or county) (State) 


BURIAL. Sams Creek Brethren {Carroll Co.,Maryland 
DATE REC’D B LOGAL erBO=1958 'GNAT 24. FUNERAL DIRECTOR ‘s ADDRES: 
2-6 ay Pe Aw. |". M. Waltz, Winfield ,Maryian 


= ae = 


VS. A15 — 10-58 u 
MARGIN RESERVED FOR BINDING 


rmation carefully. The 


PLEASE TYPE OR WRITE PLAINLY, WITH UNFADING INK. Supply every item of i 


correct age is especially important. Physicians: please write the causes of death clearly and legibly. 


| (Yes, no, or unk.)} (If Yes, give war or dates 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


* 1478 CERTIFICATE OF DEATH fies: WANING nal 
1, PLAGE OF DEATH: 2. USUAL RESIDENCE (HOME) OF DECEASED: = 
_COUNTY Carrol ___ MARYLAND. state’ Maryland GOUNTY 
uy (If outside corporate limits, write RURAL) LENGTH OF STAY etre outside corporate limits, write RURAL and give neareat town) 
and give nearest town) {in_this place) z ¥, t 
~ Fown E Sykesville lynBmo, lida Town Baltimore City 12 orl 
HOSPITAL OR STREET ‘df rural give location) 
/STNSUITUTION OR ; ; ; ADDRESS F 
STREET ADDRESS Springfield State Hospital ; 3138 McElderry Street —=s_s WW 
“3. NAME OF (First) (Middle) (Last) ‘) 4. DATE (Month) (Day) (Year) 
DECEASED: OF 
__(Type or Print) CHARLES HENRY FREESE peat: February 15 hey 55 
3. SEX: 6. COLOR OR |7. SINGLE, MARRIED, | 8. DATE OF BIRTH: ~|9. AGE last birthday) ir oxox Tr UNDER 24 He. 
cE: 2WED, Y 4 Months mr Hours | Min, 
Male — White | Src)! Married | es 25-95 _ [bes 59 Lae | 
10a. USUAL OCCUPATION (Give kind of) 108. KIND OF BUSINESS il, BIRTHPLACE (State or foreign country): |12. CITIZEN OF WHAT 
work done during most of working life, OR bed ube SEeaeNt 
even if retired):] borer Columbia Specialty| Pennsylvania _ oe 


13. FATHER’S NAME: — “14, MOTHER'S MAIDEN NAME: 


Mary Lillian bast 


| 17. INFORMANT & ADDRESS: 


_Hospital records _ 


Henry John Freese 


1s. WAS DECEASEO EVER IN U.S. ARMEO FORCES! | 16. $DCIAL SECURITY No, 


No a or ces = ee) | 13-01-0904 


77 18. MEDICAL CERTIFICATION 
I DISEASES OR CONDITIONS DIRECTLY LEADING TO DEATH 


OOK 


(ipo Teec Aus cay Pulmonary tuberculosis, far-advanced 12 years 
DUE TO 


INTERVAL BETWEEN 
ONSET AND DEATH 


ANTECEDENT CAUSE (8) 


DISEASES OR CONDITIONS, IF ANY, (B) 
GIVING RISE TO THE ABOVE CAUSE nye To 
STATING UNDERLYING CAUSE LAST. 


fe 


(ce) 
SIGNIFICANT CONDITIONS CONTRIBUTING 
DEATH BUT NOT RELATED TO THE F 
£ CONDITION CAUSING DEATH. ranoid type. 15 yearst 
79s Da. OF OPERATION: | 198. MAJOR FINDINGS OF OPERATION 


20. AUTOPSY? 


yes & NO oO 
21. ACCIDENT WAS UNDERLYING | 218. PLACE (Home, farm, factory.) 21c, WHERE DID (City or town) (County) (State) 
OR CONTRIBUTING [] CAUSE OF DEATH| OF INJURY street, office bldg., ete.) INJURY OCCUR? 
{IF EITHER, NOTIFY MEDICAL EXAMINER) 
210. TIME (Month) (Day) (Year) (Hour) | 21 INJURY OCCURRED | 21F. HOW DID INJURY OCCUR? 
OF INJURY While Not while 
M. at work at work 
22. 1 hereby certify that I attended the deceased from 6-11. »19 53, to 2-15 , 19.25, that I last saw the deceased 
aliveon 2-1)... .1955, rey that death occurred atl 2:35AM, from the causes and on the date stated above. 
} eae tt toned 77, ADDRESS DATE SIGNED 
Wali Hf dev oo w.o. Springfield State Hospitel 2-15-55 
23, BURIAL, CREMATION, dip DATE) THEREO NAME OF CEMETERY OR CREMATORY | LOCATION (City, town, or county) (State) 
REMOVAL (SPECIFY) : 
Burial 2/18/55 lsd Redeemer Cem. IBelair Rd,, Balto. Md. 


DATE EC'D BY LOCAL REGISTRAR'S SIGNATURE hime L amecs ADDRESS 
REG! D2 = Ee. ae Lhd, ow §on mune Pineral Home, Inc, 
4 LS S nm é . E Madison St” 


VS. AIS 8-51 


Pd 


PLEASE WRITE PLAINLY, 


6 


©: 
reful 


LARGIN RESERVED FOR BINDING 
‘H UNFADING INK. Supply every item of informati 


= 


br The correct 


please write the causes of death clearly and legibly. 


on Ca) 


age is especially important. Physicians 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


v 1459 CERTIFICATE OF DEATH Reg, Dist. No. 
I, PLACE OF DEATH: 2, USUAL RESIDENCE (HOME) OF DECEASED: 
COUNTY MARYLAND STATE tnd. COUNTY es 


See ea aera Hea coepem ace ieee write RURAL: | LENG rer ay CITY (If outside corporate limite, write RURAL and give nearest town) 
TOWN 


and give neayest town) 
Town Wedtrrnindatir a4 
PO OF on STREET (If rural, give location) 
06 Minent avons /4/ 5 arab ee [45 be aberly- py 
3, NAME OF . (First) i. (Last) 


NE 4. DATE (Month) (Day) (Year) 
3 OF 
(Type or Print) [4 INER J A Ee AHLE DEATH: th, lb w 55 
&. SEX: 6. COLOR OR VA SINGLE, MARRIED, 8 DATE OF BIRTH: 
= RACE: WIDOWED, DIVORCED, 
f= Inanch 26-19 73 


9. AGE last birthday: | tv UNDER I YEAR| IF UNDER 24 HRS. 
eclfy) 
10b. KIND OF BUSINESS OR 


pees | Days | Hours | Min. 

Pil ym. 

19a, USUAL OCCUPATION (Give kind of II. BIRTITPLACE (State or foreign country): 12, CITIZEN OF WHAT 
work done during most of working life, INDUSTRY: COUNTRY? 


TAS tn U.S:-A 
I3. FATHER'S NAM. 14. MOTHER’S IDEN NAMB: 


“Is. du Deceasep Ever IN U.S. Ze Reset 16, SoclAL Secuniry No.: | 17. INFORMANT 5 eea Legale oF. 


(od ee = Gee give war or dates a i Mk / 4 Lebuty d 


18. MEDICAL CERTIFICATION . ie ¥4: 
I. DISEASES OR CONDITIONS DIRECTLY LEADING ZO DEATH: ONSET ND DRATH 


médiate cause 


Antecedent cause(s) 


Diseases or conditions, if any, 
giving rise to the above cause DUE TO 
(ss stating underlying cause last 


i. OTHER SIGNIFICANT CONDITIONS: 
Conditions contributing to the death but not 


related to the disease or condition causing denth. FS 

19a. DATE OF OPERATION:| 19b. MAJOR FINDINGS OF OPERATION: . AUTOPSY? 
Yes() No 

21. ACCIDENT (Specify) PLACE (Home, farm, factory, street, | (CITY OR TOWN) (COUNTY) (STATE) 

SUICIDE OF office bidg,, etc.) | 

HOMICIDE INJURY i 

TIME (Month) (Day) (Year) (Hour) | INJURY OCCURRED HOW DID INJURY OCCUR? 

oF While at — Not while 

INJURY M. | work[} at work 


22, I hereby certify that I attended the deceased from. 4&i"\«...., 195, tos Mr AG..., 195.5., that I last saw the deceased 
eeu sale SNe LG, , 19.3. 5, and that death occurred al’..f.2..2.4:2.4.m.,\from the causes,and i the date stated above. 
, 


L (Specify) : 


TT ae 38 Fee, Wilner’ 2/- Te a 
state) 


DATE THEREOF | NAME OF CEMETERY OR CREMATORY | LOCATION (City, town, or county} 


WT ATES bh Ltn 6 witlmirair,  __iI/nds 
REGISTRAR’S SIGNATURE 24. RUNERAL DIRECTOR ADDRESS 
$4IC 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
14°79 CERTIFICATE OF DEATH Reg. Dist. SOP 


1. PLACE OF DEATH: 2. USUAL RESIDENCE (HOME) OF DECEASED: 


COUNTY MARYLAND STATE _geaylane COUNTY 

CITY (If outside corporate limits, write RURAL| LENGTH OF STAY CITY (If outside corporate limits, write RURAL and give nearest town) 
OR_ and give nearest town) (in this place) OR z Byor 
SOW, cHenrguon 1 day TOWN Saltimore _ 2 
HOSPITAL OR STREET (If rurai give location) 

INSTITUTION OR ADDRESS vw 


TREET ADDRESS ~HENRYTON STATE HOPSITAL __121] “den Ptreet _ 


3. NAME OF i Mi Last 4. DATE (Month) — (Day) a (Year) 
DECEASED: BEY ale! yer) 


(Type or Print) ARTHUR HALL Sean: Feb, 16 19 55 


5. SEX: 6. COLOR OR 7. SINGLE, MARRIED, 8. DATE OF BIRTH: 9. AGE Iast birthday:| 1F UNDER I year] iP UNDER 24 HRS. 
RACE: Wee DIVORCED, es Months; Days | Hours | Min. 
Male Negro pec) Divorced Dec, 24, 1913 u 


“Ida. USUAL OCCUPATION..Give kind of } 10b. RIND | OF yDUBINESS OR | 1% BIRTHPLACE (State or foreign country): /12. CITIZEN OF WHAT 
work done during most of working life, INDU: ‘ COUNTRY? 
Wikson, N.C. 


even if retired): PBX operator | Bal to. Opto ry Clul 
13. FATHER’S NAME: 14. MOTHER'S MAIDEN NAME: 


6 Elizabeth Haigler —— 


15 Was Deceasep EVER IN U.S. ARMED Forcrs?| 16. SoctAL Security No.:| 17. INFORMANT & ADDRESS: 
A (Yes, no, or unk.)| (If Yes, give war or dates of 


No aia 213-01-4250 __ Deceased 
18 MEDICAL CERTIFICATION inserval cHtmeeee 
1. DISEASES OR CONDITIONS DIRECTLY LEADING TO DEATH Onset And Death 


nae .Pulmonery..tuberculosis wget AZ. SC 


Immediate cause 


ye 


Antecedent causes (s) < aol ns 

Bumse gr cote hae, invoardsiovasculer insufficiency... 
giving rlse to the above cause ie naa 

stating the underiying csuse 


i) 
Zi 
a 
a 
z 
(4 
a 
rs 
3 
& 
a 
> 
= 
a 
n 
& 
i 
Zz 
S 
& 
< 
= 


a 
3 
& 
ra) 
8 
ov 

1 

\B 
2 
< 
te) 
3 
o 
s 
4 
3 
s 
5 
5 
Bo} 
= 
ee 
c=] 
i 
2 
> 
Dl 
o 
> 
ov 
> 
a 
— 
J 
n 
nd 
z 
4 
io] 
z 
2 
a 
< 
<7} 
Ea 
5 
a 
I 
= 
e 
tal 
s) 
a2 
a 
Ps 
a 
SI 
& 
= 
fe 
s 
Q 
nN 
< 
<>] 
ms 
in 


Conditions contributing to the death but not 
reiated to the disease or condition causing death. 


19a. DATE OF eine #7 19b. MAJOR FINDINGS OF OPERATION | 20. AUTOPSY Tf 


Yes NoO) 
21. ACCIDENT (Specify) |orace (Home, farm, factory, at (CITY OR TOWN) (COUNTY) (STATE) 


11. OTHER SIGNIFICANT CONDITIONS | 


o 


SUICIDE office bldg., etc.) 
HOMICIDE INJURY 


TIME: (Month) (Day) (Year) (Hour) 4 OCCURED | HOW DID INJURY OCCUR? 


hile at Net While 
INJURY m.__| Work Cj At Work 0 


22. I hereby certify that I attended the deceased from 2-14, 5 en] , 1955., that I last saw the deceased 


alive on .2=16..... Do} and that death occurred at . , from the causes and on the date stated above. 
SIGNATURE (Degree or title) ADDRESS DATE SIGNED 


d, Henryton, © ton 
23. BURIAL, CREMATION, Vi METERY OR CREMATORY ‘ATOR “LOCATI o6-e 516 Rounty) (State) 
OVAL (Spgcify) 14 “eth in Cow. wis 
wate Be of. 
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en oS a a ie L7e1 
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ITH UNFADING INK. Supply every item of information car 


c 


age is especially important. Physicians: please write the causes of death clearly and legibly. 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 01463 
1499 CERTIFICATE OF DEATH Reg. Dist. NO. on Thon 


T. PLACE OF DEATH: = + = USUAL RESIDENCE (OME) OF DECEASED 
county Carroll MARYLAND state Meryland COUNTY 
CITY (If outside corporate limits, write RURAL| LENGTH OF STAY CITY (if outside corporate limits, write RURAL and give nearest town) 
Se) give nearest town) (in this place) OR 
HENRYTON Ag& hours TOWN Baltimore —_—- 3BVol 4 
HOSPITAL OR ; STREET (if rural give location) 
INSTITUTION OR ADDRESS B / 
STREET ADPRESS pe RYTON STATE HOSPITAL 511 Bradley Street hn ; Vv 
3. NAME OF (First) (Middle) (Last) | 4. DATE (Month) (Day) (Year) 
(Type or Print) gear “[osrae HAYNES DEATH: 2 dl 95 
&. SEX: 8. COLOR OR 7 SINGLE, MARBTED. 5 | & DATE OF BIRTH: 9. AGE act birthday:| IF UNDER 1 YEAR| IP UNDER 24 HRS. 
. Dt a D, 5 Months; Days [ Hours { Min. 
Male Negro peat?” Bangle 8-33-32 22 .| | | 


“Wa. USUAL OCCUPATION. Give kind of | 10b. KIND OF BUSINESS OR | 1. BIRTHPLACE (State or foreign country): |12. CITIZEN OF WHAT 
work done during most of working life, INDUSTRY: ‘ COUNTRY? 
even if retired)? 5 Unknown South Varolina aw 
13. FATHER’S NAME: 14, MOTIIER’S MAIDEN NAME: 
Monnie Kennet Unknown 


15 Was Dectasep Ever IN U.S.ARMED Forces? 17, INFORMANT & ADDRESS: 


(Yes, no, or unk.) | (If Yes, give war or dates of 


16. SoctaL Security No.: 


No [service Unknown Geo. *. Kison, 1348 N. Valhoun st., 
18. MEDICAL CERTIFICATION 3 intern 
r Be) OR CONDITIONS DIRECTLY LEADING TO DEATH ome, Ae eae 
QOg cause ta) Far adv. bilat.. pul...’ sestie am 4 ; 6 weeks. 
DUE TO «~ plus 


Antecedent causes (s) 
Diseases or conditions, if any, (b) 

giving rise to the above cause : 
stating the underlying cause Iast, DUE TO 


(ce) 


11, OTHER SIGNIFICANT CONDITIONS 
Conditions contributing to the death but not 
related to the disease or condition causing death. 


19a. DATE OF OPERATION: 19b. MAJOR FINDINGS OF OPERATION | 20. AUTOPSY 
| Yes() Not) _ 
21, ACCIDENT (Specify) PLACE (Home, farm, factory, street,) (CITY OR TOWN) (COUNTY) (STATE) 
SUICIDE OF office bldg., etc.) 

HOMICIDE INJURY = 

TIME (Month) (Day) (Year) (Hour) INJURY OCCURED HOW DID INJURY OCCUR? 

OF While at | Net While ; 

INJURY m, Work 1) At Work (1) 


22, I hereby “ot that I attended the deceased from ...2: 19. Bie3 to , 192... that I last saw the deceased 


and that death occurred at ...3345.D-Ms rosa) pie causes and on the date stated above. 
(Degree or title) DATE SIGNED 


Henry ae id, 2-11-55 
CEMETERY OR REM ATORY | LOCATION, a town, or county) (State) 


TOR, ADDRESS 
yy = te att 
S3BIAF Y. Calhoreer th 


DATE REC'D BY Psa REGISTRAR’S SIGNATURE 


REGIST a5 Z. - ite 2. 


Deputy Local 


MARGIN RESERVED FOR BINDING ¢ 


VS. A15— 10 - 53 i 3 


efully. The 


Lt 


PLEASE TYPE OR WRITE PLAINLY, WITH UNFADING INK. Supply every item of inte rtell 
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correct age is especially important. Physicians: 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 ()1464 


* 148] — CERTIFICATEJOF DEATH 


Reg. Dist. _No. aes 


1. PLACE OF DEATH: 2. 


CARROLL _ 


MARYLAND 


USUAL RESIDENCE (HOME) OF Reseeeery 
stare Washington county 


“Md. 5 


__ COUNTY _ 
Suuy (If outside corporate limits, write RURAL 
and give nearest town) 


x own Rural - Sykesville 


LENGTH OF ST. 
(in “ "Nal 


id Town Hagerstown 


sh 'Y(If outside corporate limits, write RURAL and give nearest town) 


i, / -@ oe 


STREET 


HOSPITAL OR 
/ ADDRESS 


NSTITUTION OR 


Springfield State Hospital 


(If rural give location) 


37 North Avenue 


STREET ADDRESS 
3. NAME OF 
DECEASED: 


(Type or Print) 
5. SEX: 


(First) (Middley 


ALFRED GARFIELD 


6. COLOR OR |7. SINGLE, MARRIED, 8. DATE OF BIRTH: — 
Male RACE WIDOWED, DIVORCED, 


tBpetty): “a 5/8/80 
hOa. USUAL OCCUPATION (Give kind of 1 


108. KIND OF BUSINESS | 11. 
work done during most of working life, OR INDUSTRY: 
even if retired) 


‘none ZL. | ___s Maryland 


(Last) 


HENNEBERGER 


| 4. DATE 
OF 
| DEATH: 


(7h 


yrs. 


(Month) 


2 


jo. AGE last birthday 


BIRTHPLACE (State or foreign country): 


(Day) 


IF UNDER 1 Ye 


Months| Days | Hours Min, 


[12. CITIZEN OF WHAT 
a 


13. FATHER’S NAME: | 14. MOTHER'S MAIDEN NAME: 


Alfred Henneberger Mary ? 


17. 


- 


1s. WAa DECEASEO EVER IN U.S. ARMEO Forces? | 16. SociAL Secunity No. INFORMANT & ADDRESS: 


Record, Springfield State Hospital 


“y no, Pe ia (if Yes, give war or dates 
18. MEDICAL CERTIFICA iN 


of service) 
t DISEASES OR CONDITIONS DIRECTLY LEADING TO DEATH 
BEX 


IMMEDIATE CAUSE Cerebral Hemorrhage 


(A) 


INTERVAL BETWEEN 
ONSET AND DEATH 


5 hours 


DUE TO 
ANTECEDENT CAUSE (8) 


DISEASES OR CONDITIONS, IF ANY. (B) 


GIVING RISE TO THE ABOVE CAUSE 


ST*¢"ING UNDERLYING CAUSE LAST. Bye ATS, 


(Cc) 

\ SIGNIFICANT CONDITIONS CONTRIBUTING 
_ DEATH BUT NOT RELATED TO THE 
© OR CONDITION CAUSING DEATH. 
OF OPERATION: 198. 


19a CA MAJOR FINDINGS OF OPERATION aresis 


Chrort Brain Syndrome asso. with General 


29 yrs 


20. AUTOPSY? 


Yes Oo NO =e 


21c. WHERE DID 
INJURY OCCUR? 


21a. ACCIDENT WAS UNDERLYING 
OR CONTRIBUTING (J CAUSE OF DEATH 
(IF EITHER, NOTIFY MEOICAL EXAMINER) 


218. PLACE (Home, farm, factory. 


(City or town) 
OF INJURY street, office bldg., etc. 


(County) (State} 


21D. TIME (Month) (Day) (Year) (Hour) 
OF INJURY 


21— INJURY OCCURRED 


21F. HOW DID INJURY OCCUR? 
While Not while 


M. 


at work at work 
ra) | hereby certify that I attended the deceased from ale, 


19 5h, to af; 
Hist (oe Wd f 


ADDRESS 


Jovan 


M.D. 


1955, that I last saw the deceased 
, 19.55, and that death oceurred atS:0O PM, from the causes and on the date stated above. 


Waltntn ¢ 
23. BURIAI <eregiry) | 


le, REQF NAME OF CEMETERY OR CREMATORY 
R feed "A IFFY) 


A le/'s § | Rost MICS MELER 


Has 


DATE Vv 
Sykesville, Maryland 
LOCATION (City, town, or cfun! ooh as 


RSECWWV 


ake aie A LOCAL 24, FUNERAL DIRECTOR 
G 


REGISTRAR'S SIGNATURE 
TRAR 


SUtE R Ful’, Home 


HAS* idles iv 


WPM ee aia 
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please-write the causes of death clearly and legibly. 


correct age is especially important. Physicians: 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 01 465 
x 


CERTIFICATE OF DEATH 


Reg. Dist. No. 


PLACE OF DEATH: 


COUNTY _Carroll 


Z. 


___MARYLAND 


USUAL RESIDENCE (HOME) OF DECEASED: 
state Maryland county Carroll 


and give nearest town) 


kesville 


{in this place) 


(If outside corporate limits, write bg tise OF STAY 


Town Rural = 


5 days 


CITY (If outside corporate limits, write RURAL and give nearest town) 


TOWN Wastmineter PyttrcAote, 2. 


HOSPITAL OR 


ADDRESS j a - 


STREET (If rural give location) — / 


NAME OF 
DECEASED: 
(Type or Print) 


(First) 


MARGARET JOSEPHINE 


(Middle) (Las' 


HOUCK 


(Day) (Year) 


_1955 


it) | 4. DATE (Month) 


6. COLOR OR 
RACE: 


W 


“5. SEX: 


Female 


7. SINGLE, MARRIED. 8. DAJE OF 

WIDOWED, DIVORCED. 

Greeiidowed | /O/G/6 7 | 
hOa. USUAL OCCUPATION (Give kind of ss 7 11, 


| OF 
ei | ___ DEATH: 2 
es AGE last birthday 


BES 7 vx. 


BIRTH: 


FUNDER 24 Has. 


Hours | Min. 


work done during most of working life, 
even if retired): none 


108. KIND OF ‘BUSI 


OR INDUSTRY: 


BIRTHPLACE (State or fordign country): 


Maryland 


12. CITIZEN OF WHAT 
COUNTRY? 


13. FATHER’S NAME: 
George W. Trump 


we MOTHERS MAIDEN NAME: 
ars e Garber 


18. WAS DECEASED EVER 


Me of service) 


U.S. ARMED Forces? 
(Yes, no, or unk.)| (If Yes, give war or dates 


18, SOCIAL SECURITY No. | 


“17. INFORMANT & ADDRESS: 


Record, Springfield State Hospital 
HeCOra, Spring: Ce See 


18. MEDICAL CERTIFICATION 


I DISEASES OR CONDITIONS DIRECTLY LEADING TO DEATH 


IMMEDIATE CAUSE 
ANTECEDENT CAUSE (8) 
DISEASES OR CONDITIONS, IF ANY. 


GIVING RISE TO THE ABOVE CAUSE 
STATING UNDERLYING CAUSE LAST. 


(A) 


Cerebral hemorrhage 


INTERVAL BETWEEN 
ONSET AND DEATH 


3 days 


DUE TO 


(B) 


generalized artcriosclerosis 


years 


DUE TO 


hypertensive 


(c) 


cardiovascular disease years 


\ -R SIGNIFICANT CONDITIONS CONTRIBUTING 
DEATH BUT NOT RELATED TO THE 
r_OR CONDITION CAUSING DEATH. 


OF OPERATION: | 198. 


Chronic brain syndrome associated with 
senile brain disease... . 
MAJOR FINDINGS OF OPERATION 


years 
20, AUTOPSY? 


Yes oO Nox] 


21a. ACCIDENT WAS UNDERLYING (1) 
OR CONTRIBUTING [1 CAUSE OF DEATH 
(IF EITMER, NOTIFY MEDICAL EXAMINER) 


218. PLACE (Home, frrm, factory.: 
OF INJURY street, office bldg., ete. 


21¢. WHERE DID (City or town) 


(County) 
INJURY OCCUR? 


(State) 


210, TIME (Month) (Day) (Year) 
OF INJURY . 


(Hour) 


ae INJURY OCCURRED 


hile Not while 
at work 5 at work 


21F. HOW DID INJURY OCCUR? 


22. I hereby certify that I attended the deceased from 1/31 


2/3 


alive on . 


lentes 


19 S$ that I last saw the deceased 


3 1955, to e/a 


1955, . and that death occurred ath: 15P M, from the causes and on the date stated above. 


ADDRESS 


Sykesville, Md. Ee 273/55 


NAME OF CEMETERY 


| ah) 5S os 


OR CREMATORY | LOCATION (City, town, or county) (State) 


24. FUNERAL DIRECTOR 


A } ke “Ored 


+ 1499 MARYLAND STATE DEPARTMENT OF HEALTH 01466 
2411 N. Charles Street, Baitimore 


CERTIFICATE OF DEATH Rog. Dlat. NOLS reeves 


a SS ee eee ee ee 

1 PLACE OF DEATHS —- . a Oa RESIDENCE fHOME) OF DECEASED: 

(Es / MARYLAND TE Mar aL. COUNTY 27 56 
i i e LENGTH OF STAY || CITY Ut outside corpornte limity, write RURAL and give nearest town) 
, OR gh 2, this pla OR 
OWN, ome Tae. 
HOSPITAL O (it ruralygive location) 

Or INSTITUTION oR 3 
Gy BSMEO TION O8. ong Vlad mee Le at a att, LAL. 

3. NAME OF (First (Mididiey © DATs (Month) Way) 


DECEASED /. 
_ type or Print) DEATH 
ATE OF BIRTH 9. AGE tant birthday | Tt undg 1 year (funder 2¢ hee, 


Bpecllyiee) 7 aad tpt b. za) a ee EZR 


10s, saat OCCUPATION om kind of work] 10h. Kinp oF Busingss on | 11, BIRTHPLACE (Gi fe KG . CITIZEN 
PDE i op sorey ep dven it sateen} I ue | ¢ or foreign country) | 12, Cr or WHat 
2A SC a 3 4 
18. FATHER'S N4¥ME e | 14. MOTHER'S IDEN N 
Gi 7 


2 
15. Was Drceasep Evan In U.S, ARMED Forces? | 16. Social SmcuRITY No. 17. INFORMANT AND. Al 
(Yes, no, or unknown) | (If yes, give wnr or dates of AY rg MA 


af 
correct age 


¢ 


jservice) 


18. MEDICAL CERTIFICATION 
, I, DISEASES OR CONDITIONS DIRECTLY a wae ‘0 DEATH. 


“eK, 
4G “Immediate cause (a)-£. 


tier ee lif Gan ld: Lan 


giving rise to the above cause 
stating the underlying cause last 
(&) 
1. OTHER SIGNIFICANT CONDITIONS 
Conditions contributing to the death hut not 
related to the disease or condition causing death. 


19a. DATE OF OPERATION | 19b. MAJOR FINDINGS OF OPERATION 20. AUTOPSY? 


Yea No 
21. ACCIDENT (Specify) PLACE (Home, farm, factory, street, (CITY OR TOWN: ‘COUNTY: 
oe “ OF gree hidg., ete.) : : ‘ } ee ie! 


[ARGIN RESERVED FOR BINDING 
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oa INJUR = SS eras = Se 
TIME (Month) (Day) (Year) (Hour) TROURY OCCURRED HOW DID INJURY OCCUR? 
OF While at Not Whiio 

INJURY Work “Ty At work-f}— 


ally 


22. I hereby certify that I attended the deceased {fom 


wok hand that déath, aa id a he causes and on the date stated above. 
jegree or title) DATE SIGNED 
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dA as : VATA toca XG, FELL ree 


TTHBREDE | NA 
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VS. A15 


Ce 


MARGIN RESERVED FOR BINDING ; 
ITH UNFADING INK. Supply every item of information carefully. The correct 


age is especially important. Physicians: please write the causes of death clearly and legibly. 


VS. A15 8-51 e® 


PLEASE WRITE PLAINLY, 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 O1 4G 
CERTIFICATE OF DEATH PE 


1. PLACE OF DEATH: 2. USUAL RESIDENCE (HOME) OF DECEASED: 
COUNTY, A. Donn ies MARYLAND STAT! + COUNTY, 
a9 OR and give nearest town) « R 


CITY (If outside corporate limits, write RURAL | LENGTH OF STAY 
‘OWN 


) (in this place) Shuts (If outside corporate limits, write RURAL and give nearest town) 
10 YAR Bud bd voz ioe Lip f 
HOSPITAL OR STREET (if rural, give location) 
INSTITUTION OR : ‘i é 
A Bg) Dogs 


“y NAME OF (First) (Middle) (ast) 4 DATE (Month) (Day) (Yeur) 
DECEASED: OF 
(Type or Print) LP; Py S DEATH: ee 


5. SE: 6. COLOR OR 7. SINGLE, MARRIED, 8, DATE OF BIRTH: 9. AGE last birthday: | 1F uNneR I YEAR | IF UNDER 24 HRS. 
RACE: VIDOWED, DIYORCE! fonth Daya How | Min. 
Specify): 


10a, USUAL OCCUPATION (Give kid of | Ipf KIND OF BU! 


Ss 
work dont eas most of working life, . INDUSTRY: 
depp bier w lant Bo. 
13. FATHER'S NAME: 


mi ° 


D, 


yrs. 
LACE kes or foreign country) : 12. pet ay WITAT 


5. Was Deckasep Ever Mv U.S. Anuen Forces] 16. Soctat Secuntty No.: | 17. INFORM. . rey 


(Yes, no, or unk.) sevice) SNES 19 - 9 H- S949 i / 3 hd, : é : =e p / 


18. MEDICAL CERTIFICATION 
I, DISEASES OR CONDITIONS DIRECTLY LEADING TO DEATH: 


17 het Car oie 


Immediate cause 


INTERVAL BETWEEN 
ONSET AND DeaTH 


Antecedent eause(s) 


Diseases or conditions, if any. (b) 
giving rise to the above cause DUE TO 
stating underlying cause last 

1) ; 


IL, OTHER SIGNIFICANT CONDITIONS: | 


Conditions contributing to the death but not 
reluted to the disease or condition causing death, 


19a. DATE OF OPERATION:| 19b. MAJOR FINDINGS OF OPERATION: 26, AUTOPSY? 
YesO No 

21. ACCIDENT (Specify) PLACE (Home, farm, factory, strect, | (CITY OR TOWN) (COUNTY) (STATE) 

SUICIDE OF office bidg., ete.) H 

HOMICIDE INJURY H 

TIME (Month) (Day) (Year) (Hour) INJURY OCCURRED | HOW DID INJURY OCCUR? 

Or While at Not while 

INJURY M. work () at work (] 


22. T hereby eertify that I attended the deceased from.’/sx. 


s 


Py 194.4; and that death oceurred at. Qasr 4m., from the causes and on the date stated above. 
(DECREE OR TITLE) _ ADDRESS a DATE SICNED 
" 7 Li, 

IN 


Gad. ffl4gf} att LA of bx 

‘EyTHERE! N, |, OF [ej ETERY CREMATORY Li ATIO! ity, town, OF county) (State) 

Ft 12,1935 [ore drov bapelirge | (ih Line oes 
RUGISTRAR'S SIGNA’ RE A 24. BUNERA) -ECTQ yy) 


fiastin OP MM tall, ALLY), Md LAA 


alive on., 
SIGNASU E 


a: 
23. BURIAL, CREMATION 
REMOVAL (Specify): 


DATE REC'D BY LOCAL 
REG. 


So 
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VS. A15 — 10-53 r () 


LY, WITH UNFADING INK. Supply every item of informatio 


refully. The 


PLEASE TYPE OR WRITE PLAIN 


please write the causes of death clearly and legibly. 


correct age is especially important. Physicians: 


MARYLAND STATE DEPARTMENT ‘OF HEALTH—BALTIMORE, 18 


. CERTIFICATE 


14344 


01468, 


Reg. Dist. No. FY) ig 


1, PLACE OF DEATH: 


Carroll = 


COUNTY MARYLAND. 


L RESIDENCE (HOME) OF DECEASED:. 


ely (If outside corporate limits, write RURAL 
and give nearest town) 


X Town “Sykesville 


LENGTH OF STAY 
(in this piace) 


23 hrs 


eMaryland 


at outside corpors 


__ COUNTY _ 
limits, write RURAL and give nearest town) 


SV O f= 


HOSPITAL OR 
INSTITUTION OR 


he ie 


SOwN Bbltanore ‘ 


STREET (If rural give location) 


ADDRE! 
T29 s S. Chester Street _ 


STREET ADDRESS Springfield State Hosital 
3. NAME “OF (First) (Middle) 
DECEASED: 


(Type or Print) ANNA 


(Last 


Krukowski-Jakubowski 


» (Day) 


a7? 4. DATE (Month) ~ ; 
Ky cS 19 


F 
DEATH: 2) 


5S. SEX: 6. COLOR OR 
RACE; pe DIVORCED, 
F, 


W (Sree dowed 


7. SINGLE, MARRIED, 8. DATE OF 


g- 2? - 


BIRTH: |9. AGE last, birthday 


1885 L 


Ir UNOFR 24 HRs, 


If UNDER’ YEAR, 
Hours Min, 


yrs. 


10a. USUAL OCCUPATION (Give kind of 
work done during most of working life. 


even if vetiredti ousewife 


108. KIND OF ‘BUSINESS 
OR INDUSTRY: 


F 


BIRTHPLACE ( ign country) « 


Poland 


sn Days” 
. CITIZEN OF WHAT 
COUNTRY? 
. 


13. FATHER’S NAME: 


Pulaski 


14, MOTHER'S MAIDEN NAME: 


U 


18. Wag DECEASEO Ever IN U.S. ARMEO FORCES? 


(Yes, no, or unk.){ (If Yes, give war or dates 
of service) 


(6, SOCIAL SecuRITY NO. 


u__ 


| aie 


_Mrs, Pictor 5322 _ Holder. Avenue 


INFORMANT & ADDRESS; 


nue, Balto. 


18. MEDICAL CERTIFICATION 
I DISEASES OR CONDITIONS DIRECTLY LEADING TO DEATH 


Ago | 
IMMEDIATE CAUSE 
DUE TO 
ANTECEDENT CAUSE (8) 
DISEASES OR CONDITIONS, IF ANY, 
GIVING RISE TO THE ABOVE CAUSE 
STAT)NG UNDERLYING CAUSE LAST. 


(BD) 
DUE TO 


«c) 
SIGNIFICANT CONDITIONS CONTRIBUTING 
DEATH BUT NOT RELATED TO THE 
© OR CONDITION CAUSING DEATH. 


tay _Myocardial Infarction __2 
Coronary Thrombosis 


INTERVAL BETWEEN 
ONSET AND DEATH 


_2 hours 
8 hours 


£. 


194 Dx OF OPERATION: 198. MAJOR FINDINGS OF OPERATION 


20. AUTOPSY? 


Yes ey NO & 


218. PLACE (Home, farm, factory, 
OF INJURY street, office bldg., etc.| 


2ta. ACCIDENT WAS UNDERLYING Oo 
JOR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


2Ic. WHERE DID 
INJURY OCCUR? 


(City or town) (County) (State) 


ue 


Bee IB 


INJURY, OCCURRED 
Not while 
at work 


210, TIME (Month) (Day) (Year) (Hour) 
OF INJURY 
M. 


21F. HOW DID INJURY OCCUR? 


22. I hereby certify that Ta tended the deceased from 9. 18= 
he? on 2—..1L9- 
ATURE 


23. BURIAL, aeakt 
REMOVAL (SPECIFY) 


iw, Y ho THEREOF NAME OF aya sy apraneticra it aa 
Linnie, 


iy 1955, to ow. 19-: Bees that I last saw the deceased 


955. ., and ae death occurred a6:15 PM, from the causes and on the date stated above. 


ADDRESS DATE SIGNED 


__2= 20- 1955 


. or county) (State) 


DATE REC'D BY LOCAL 
an ge 
Pe 


eee ‘Ss; ZA 


Cs 


poeta 


FUNERAL’ DIRECTOR ADDRESS 


=) 

‘ae 

b — 10-53 

piss * MARGIN RESERVED FOR BINDING 


PLEASE TYPE OR WRITE PLAINLY, WITH UNFADING INK. Supply every item of information carefully, T: 


please write the causes of death clearly and legibly. 


correct age is especially_important. Physicians: 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 ()1469 


§ 1485 


CERTIFICATE OF DEATH 


Reg. Dist. No. A&....... 


1. PLACE OF DEATH: 


2. USUAL RESIDENCE (HOME) OF DECEASED: 


Montgome 
COUNTY CARROLL MARYLAND  __ STATE Maryland _ COUNTY € ty 

Siry (If outside corporste limits, write RURAL] LENGTH OF STAY Sie Be outside corporate limits, write RURAL and give nearest town) 
Bei and give nearest town) {in this place) om 

Town ral - Sykesville A, le Town ‘Bhevy Chase, Maryland _ 1EXM-2 
(eins OR psa Uf rural give lecatlon) 

NSTITUTION OR ADDRESS 

STREET avonessSpringfiéid State Hospital $301 Delaware Street ¥/ 
3. NAME OF (First) (Middle) (Last) or . DATE (Month) (Day) “(iter) 

DECEASED; OF 

__(Type or Print) FRANCES HOWE JOHNSON DEATH: 2 15." jee sey 

5. SEX: 6. eer OR |7. Sie aecae ih onecb: 8. DATE OF BIRTH: |9. AGE last birthday) Ir uvpen 1 vran | If UNDER 24 HRs, 
sz, | Months| D. Hot Min. 

“Pale white (Sresty) Widowed | 12/25/78 | 76 vrs. oe renee 
Oa. USUAL OCCUPATION (Give kind of) 108. KIND OF BUSINESS | 11. BIRTHPLACE (State or foreign country): |12. CITIZEN OF WHAT 

work done during most of working life, OR INDUSTRY, | COUNTRY? 

even if retired: Hot Teporte = Missouri DA 
13. FATHER’S NAME: 14. MOTHER'S MAIDEN NAME: 

dnknown unknown 
13. Waa DECEASEO Even IN U.S. ARMEO Forces? | 16. 80clAL SECURITY NO. 17. INFORMANT & ADDRESS: 
(Yes, no, unk,)} (If Yes, give war or dates 
none_ Record, Springfield State 


= of service) 


> Hospital — 


18. “MEDICAL. CERTIFICATION 


1 Y2o OR CONDITIONS DIRECTLY LEADING TO DEATH 


HAS CAUSE 


ANTECEDENT CAUSE (8S) 


DISEASES OR CONDITIONS, IF ANY. 
GIVING RISE TO THE ABOVE CAUSE 
ST* TING UNDERLYING CAUSE LAST. 


INTERVAL BETWEEN 
ONSET AND DEATH 


ca Myocardial infarct 72 hrs. 
DUE TO 

‘s) <Arteriosclerotic cardiovascular disease years 
DUE TO 

(oc) 


OF OPERATION: 


i ¢ & SIGNIFICANT CONDITIONS : se *y 
BUT NOT RELATED Chronic Byain syndrome associated with| 6 mo 
i ONDITION CAUSING DEATH. action 
19a D+ 


198. MAJOR FINDINGS OF OPERATION 


20. AUTOPSY? 


v= ie 


2 1A. ACCIDENT Was UNDERLYING oO 
OR CONTRIBUTING (] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


215. PLACE (Home, farm, factory. 


OF 


IND 


URY street, office bide., etc. 


INJURY OCCUR? 


21c. WHERE DID (City or town) (County) (State) 


Zio. TIME (Month) (Day) (Year) (Hour) 


OF INJURY 
M, 


ae 
Whi 


Not while 
at ek iz) at work 


INJURY, OCCURRED | 21F. HOW DID INJURY OCCUR? 


22. [hereby certify that I attended the deceased from 12/26. , 195), to. 2/15, 1955, that I last saw the deceased 


alive on 2/ly 


VL, Ft Stee 


19 55 and that death occurred at 3: 00 


Mi, from the causes and on the date stated above. 


Ya ” ADDRESS 
Ni M.D. Sykesville, Maryland 


DATE SIGNED 


af tr 


23. BURIAL, EL DATE THE! 
REMOVAL (SPECIFY) 


OF 


I; Tt te i ee 


| NAME OF CEMETERY OR CREMATORY | see oe (City: town, or > me bi 


temee VY 


Le dat WL itu es f 


DATE REC'D BY LOCA! REGISTRAR'S SIGNATURE 


ee ©. 24. Vibe @ 


Lat bl (45 


aS i =; pe ds 


Aa Lb LP. ; 


MARGIN RESERVED FOR BINDING 
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correct age is especially important. Physicians 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 y14a0 
¥ 1496 CERTIFICATE OF DEATH Wine Dink Naru AE a! 


1. PLACE OF DEATH: 2. USUAL RESIDENCE (HOME) OF DECEASED: 


__ county Carroll MARYLAND state Maryland COUNTY 


CITY (If outside corporate limits, write RURAL eae OF STAY ITY ¢ itside corporate limits, write RURAL and give nearest town) 
OR and give nearest town) (in ce) R 


“Sykesville leyrSmotidayp “FOWNT nertimore City 3 vor. 


HOSPITAL OR STREET ut ae give location) 


NSTITUTION OR ADDRESS 
[Sse ADDRESS SPRINGFIELD STATE HOSPITAL Bes. A et E = Vv 


3. NAME OF (First) (Middle) (Last) | * Ser (Mont (Day) (Year) 


Pico can) - (CARRIG S. JUDD Deatw: February 15 1955 


iS. SEX: |6. COLOR OR|7. SINGLE, MARRIED. 8. DATE OF BIRTH: |9. AGE last birthday| tr unper 1 year | IF UNDER 24 Has. 
WIDOWED, DIVORCED, 


WEI Months} Days | Hou Mit 
Female White (Srecity) ‘Divorced LEZ | 68 yt. Meat Hs 
HOA. USUAL OCCUPATION (Give kind of/ 108. KIND OF BUSINESS | 11. BIRTHPLACE (State or foreign country): /12. CITIZEN OF WHAT 
work done during most of working life. OR INDUSTRY: COUNTRY? 

even if retired) 7 actory worker ee 5 - Virginia U.S.A. 


13. FATHER’S NAME: | 14. MOTHER'S MAIDEN NAME: 


‘Charles Judd | 7 = 


15. WA DECEASED EVER IN U.S, ARMED FORCES? | 18. SOCIAL SecURITY NO. 17. INFORMANT & ADDRESS: 


(Yes, or unk.)} (If Yes, give war or dates 
EP RSS, Y. 


ath Hospital records _ 


INTERVAL BETWEEN 
ONSET AND DEATH 


7 ae CAUSE tay Cancer of the cervix with wide-spread Years 


ANTECEDENT CAUSE (8) a FE. metastasis. 


DISEASES OR CONDITIONS, IF ANY. (B) as 
GIVING RISE TO THE ABOVE CAUSE pye To 
STATING UNDERLYING CAUSE LAST. 


18. MEDICAL CERTIFICATION 
I DISEASES OR CONDITIONS DIRECTLY LEADING TO DEATH 


(c) 
R SIGNIFICANT CONDITIONS CONTRIBUTING Man: 
DEATH BUT NOT RELATED TO THE iy 


‘F_OR CONDITION CAUSING DEATH. __. Paranoid condition Years 


“194 DA: OF OPERATION: | 198, MAJOR FINDINGS OF OPERATION 20. AUTOPSY? 


ca Yes Yes qj No (im 


2la. ACCIDENT WAS UNDERLYING(] | 218. PLACE (Home, farm, factory.| 21c. WHERE DID (City or town) (County) (State) 
OR CONTRIBUTING [] CAUSE OF DEATH| OF INJURY street, office bldg., ete.| INJURY OCCUR? 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


21D. TIME (Month) (Day) (Year) (Hour) | 21€ INJURY OCCURRED j 2IF. HOW DID INJURY OCCUR? 
OF INJURY While Not while 
M at work at work 


pene hereby certify that I attended the deceased from 11-21, 19 Sh to . 2—15., 19 SS that I last saw the deceased 
alive on 2-15 19 55, and that de: 


SIG DATE SIGNED 
23, BURIAL, “grearyy | DATE THEREDF 


Seuiabiol’ Seate doapital «ale as 
u 2 ION (City, | town, or county) (State) 
REMOVAL (SPECIFY) LZ. Lh BE 


DATE REC'D BY baer REGISTRAR'S SIGNATY) RE 4 24,- at re? 7 oma , ADDRESS 


Lustatey 
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please.write the causes of death clearly and legibly. 


correct age is especially. important. Physicians: 


. MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 01 j 
31497 CERTIFICATE OF DEATH nile ee 


a. PLACE OF DEATH: 2. USUAL RESIDENCE (HOME) OF OECEASEO: 


_county ‘Carroll _MARYLAND state Mde COUNTY _ ~ 
{If outside corporate limits, write RURAL] LENGTH OF STAY CITY(If outside corporate limits, write RURAL and give nearest town) 


CITY 
OR and give nearest town) {in this place) OR " 

A Town Sykesville Town Baltimore City __3VO /=m 

STREET (if rural give location) 


HOSPITAL OR 
wlNSTITUTION OR AOORESS 
_29 S, Highland Ave ; 
(Day) (Year) 


is ‘STREET tal |_ z ee 
2). Sve eey 


= > ‘3 (Last) ‘ | 4. DATE 
Jr UNDER LyeAR | Ip UNDER 24 HRB, 


DECEASED: 
Jacob Kestner | 
yen! Days | Hours | Min. 


(Month) 
a 


OF 
p+ DEATH: Febe _ 
7. SINGLE, MARRIEO, 8. 


~~ 19. AGE last birthday 


1873, | 82 vm. 


Nove 3 a. 
108. KIND OF BUSINESS i BIRTHPLACE (State or foreign country): |12, CITIZEN OF WHAT 


OR INDUSTRY: COUNTRY? 
Scien J Maryland _ USA. 
14, MOTHER'S MAIDEN NAME: 


aed 
1a, SOCIAL SECURITY ND, INFORMANT & ADDRESS: 
_213-09-0275___| Records of Springfield State 


18. MEDICAL CERTIFICATION *7. 
I DISEASES OR CONDITIONS DIRECTLY LEADING TO DEATH 


33/x 


IMMEDIATE CAUSE 


ype. or ring) = 
S, SEX: 6, COLOR OR DATE OF BIRTH: 
RACE: WIDOWED. DIVORCED, 


male | white (Specify) married 


10a. USUAL OCCUPATION (Give kind of 
work done during most of working life. 


even if retired): Jaborer 
13. FATHER’S NAME: | 


18. WAS DECEASED EVER IN U.S. A 
(Yes, no, or unk.)}| (If Yes, give war or dates 
10 of service) 


tp 
—-- Hospital 


INTERVAL BETWEEN 


ONSET AND DEATH 
‘ay _Cerebro=vascular accident 3 days— 
QUE TO 


(B) Generalized arteriosclerosis more|than 1 yr 


QUE TO 


ANTECEDENT CAUSE (8) 


DISEASES OR CONDITIONS, IF ANY. 
GIVING RISE TO THE ABOVE CAUSE 
STATING UNDERLYING CAUSE LAST. 
«c) 
F SIGNIFICANT CONDITIONS CONTRIBUTING 
LEATH BUT NOT RELATED TO THE 2 2 2 2 
"OR CONDITION GaUSING DeaTH, PSYchosis with cerebr. arteriosclerosis " 
OF OPERATION: 198. MAJOR FINDINGS OF OPERATION 


un al Yrs 


20. AUTOPSY? 
YES oO NO (el 


(State) 


21a. ACCIDENT WAS UNDERLYING (] 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


210. TIME (Month) (Day) (Year) (Hour) q 
OF INJURY While 


M. at work 


218. PLACE (Home, farm, factory. 
OF INJURY street, office bldg., etc. 
21£ INJURY OCCURRED 
Not while 
at work 


21c. WHERE O10 (City or town) 


(County) 
INJURY OCCUR? 


21F. HOW DID INJURY OCCUR? 


22. I hereby certify that I attended the deceased from 3- 6 
% 
alive on 2. 2h 


SIGNATURE 


; Martin Gross, M,D. 
Day eh 4 th | 


. 195}), 09 nw 2h 3 1950, that I last saw the deceased 


. 1955. , and that death occurred atlO:35AM, from the causes and on the date stated above. 
ADDRESS DATE SIGNED 


Sykesville, Md Fi 


ebs 2he 1955 


LOCATION (City. town, or (State) 
farviand 


M.D. 
DATE THEREOF NAME GF CEMETERY OR CREMATORY | 


"eb 28,1955! Oak Lawn Cemetery 


REMOVAL (SPECIFY) 


Burial 


—— 
23, BURIAL, cisreciny | 


Baltimore, 


DATE REC'D BY LOCAL 


REGISTRAR uh (9 56" 


REGISTI 


Rut 


RAR'S SIGNATURE 


SIRECTORZ QA) GF. Bal *PORESS , 


ohn “ay. Horans 
elt Lededecgy 


d 


Hl UNFADING INK. Supply every item of information carefully. The correct age 


VS. Ald 


MARGIN RESERVED FOR BINDING 


o® (- 


please ate the causes of death clearly and legibly. 


PLEASE WRITE PLAINLY, 


ysicians: 


is especially ti tant. Ph; 


impor 


01473 


1 4 61 MARYLAND STATE DEPARTMENT OF HEALTH 
2411 N. Charles Street, Baltimore 


CERTIFICATE OF DEATH Reg. Dist. No.2... 


“]0 PLACE OF DEATH 2. USUAL RESIDENCE (HOME) OF DECEASED- 
COUNTY Carroll Reach ea STATE Mary land cOUNTY Carroll 
CHTY Gf outside corporate Tiaita, write RURAL and | LENGTH OF STAY CITY Cif outside corporate limits, write RURAL and give nearest town) 
909 fount "We stminster Sts Powe Westminster 4 
HOSPITAL OR ~|| “STREET i rusgl, give location 
,, INSTITUTION OR G + ADDRESS 2 ‘ 
A STREET ADDRESS 32 W. George St 32 We weorge bt. 
3. NAME OF (First) Middle) Cast) 4. DATE (Month) ay) w 
DECEASED OF : 
(Type or Print) Eva 0. iv Knedi er | DEATH Fe ‘gi af DD 
5. SEX 6 COLOR OR RACE TRDOWED vonchn, &. DATH OF BIRTH 9. AGE lant birthday | It under I year /if under 24 bre, 
Female White (Specify) pay May 18,1887 ga eee be eet ee | eae 
10a, USUAL OCCUPATION (Give kind of work we. KinpD oF BusINESS OR | 11. BIRTHPLACE (State or foreign country) 12, CITIZEN OF WHAT 
sere = OCRe Kore | "Own Home | Keddysville, Maryland | COUNTESS Sak 
13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
Samuel J. Knadler Annie V. Shewbridge 
Ag: Was Abe vikings na ARMED “date ot | 16. Social SmcuritY No. 17, INFORMANT AND ADDRESS 
wn, res, give war or dat y 
hee a F anown ee ee | een ene Jessie N. Knadler Westminster, Md. 
: 18. MEDICAL CERTIFICATION 
I. DISEASES OR CONDITIONS DIRECTLY LEADING TO DEATH Ye pal et 


— 


2) 9 Vndbatite cause (a). 


Antecedent cause(s) 
Diseanes or conditions, if any, (b)__ 


giving rige to the above cause = “ar ie Wee 
stating the underlying cause last Yeverelacd_ 
© $ 4 
Tl. OTHER SIGNIFICANT CONDITIONS 


Conditions contributing to the death but not 
related to the disease or condition causing death. 


19a. DATE OF OPERATION | 19b. MAJOR FINDINGS OF OPERATION 20. AUTOPSY? 
Yea 0 No # 
21. ACCIDENT ‘Gpeeify) 3 PLACE (Home, eee factory, street, : (CITY OR TOWN) (COUNTY) TATE) 
ef ) 

HOMICIDE INJURY oi i 

TIME (Month) (Day) (Year) (Hour) 2 INJURY OCCURRED : HOW DID INJURY OCCUR? 

OF leat Not While 

INJURY Work O At work O 
22. I hereby_certify that, attended the deceased tromA SEPP. 1h. fh sig 19000, that T last saw the deceased 


7 194, ana that death occurred at 
(Degree or title) 


% 


., from the causes and on the date stated above. 


LOCATION (City, town, or county) 


y estminster d. 
24. FUNERAL DIRECTOR ADDRESS: 


John R. Byers Westminster, M 


23. BURIAL, CR. 
REMOVAL 


DATE REC'D BY LOCAL ~ MGISTRA. 
Hs Re FO 


MARGIN RESERVED FOR BINDING 


i 


VS. Al5 — 10-53 . 


PLEASE TYPE OR WRITE PLAINLY, WITH UNFADING INK. Supply every item of information carefully. The 


please write the causes of death clearly and legibly. 


correct age is especially important, Physicians: 


MARYLAND STATE DEPARTME 


HEALTH—BALTIMORE, 18 0 1 4 vey, 


* 1488 CERTIFICATE OF DEATH Reg. Ne. 
1, PLACE OF DEATH: 2. USUAL RESIDENCE (HOME) OF DECEASED: 
_county Carrol]. -MARYLAND __ state Maryland county _ +" 
cITY If outside corporate limits, write RURAL| LENGTH OF STAY curva outside ares limits, write /RURAL and give nearest town) 
OR and give nearest town) lin this place) 
TOWN _ Sykes 3yrs. imo, Town Baltimore City BVO /- 
HOSPITAL OR STREET (If rural give location) 
INSTITUTION OR ADDRESS . - 
AS STREET ADDRESS Springfield State Hospital 1002 Lyndhurst Street if 
3. NAME OF (First) (Middle) (Last) “4, Pare (Month) (Day) Year] 
DECEASED: 
__(Type or Print) Catherine * Koontz Deatu: 2 15 
5. SEX: 6. COLOR OR |7. SINGLE, 8. DATE OF BIRTH: 9. AGE last birthday| Ir unpen t yan, 
RACE: WIDOWE! BERE Daya| Hours | Min. 
Female White (shestta 4 8-5-1870 | 84 yrs. | | 
10a. USUAL OCCUPATION (Give kind of} 108. KIND OF BUSINESS 11. BIRTHPLACE (State or foreign ale 12. CITIZEN OF WHA: 
work done Ruene: most of working life.| OR INDUSTRY: COUNTRY? 
even if retired): Housewife ___ Ireland Ireland 
rise FATHER'S NAME; 14. MOTHER'S MAIDEN NAME: 
William Finn Honora Sullivan 


17. INFORMANT & ADDRESS: 
Hospital records 


13. Waa DECEASED EVER IN U.S, ARMED FORCES? 


(Yes, no, or unk.)| (If Yes, give war or dates 
Ea ik of service) 


16. SOCIAL Secunity No. 


18, MEDICAL CERTIFICATION 
I DISEASES OR CONDITIONS DIRECTLY LEADING TO DEATH 
yy 2a ; 
IMMEDIATE CAUSE cay Coronary occlusion 4 days 
DUE TO 


INTERVAL BETWEEN 
ONSET AND DEATH 


ANTECEDENT CAUSE (8) 


DISEASES OR CONDITIONS, IF ANY, By os Chronic myocarditis 10 yrs 
GIVING RISE TO THE ABOVE CAUSE bye To 
STATING UNDERLYING CAUSE LAST. 


* <9) 5) erio: osis 12 s 
R SIGNIFICANT CONDITIONS CONTRIBUTING 
DEATH BUT NOT RELATED TO THE 


fa ' OR CONDITION CAUSING DEATH, Senile psychosis 
TS, DA OF OPERATION: | 198, MAJOR FINDINGS OF OPERATION he. AUT oeee 
ee et YES (El) NO oO 


21a. ACCIDENT WAS UNDERLYING 1) 
IOR CONTRIBUTING [.) CAUSE OF DEATH 
(UF EITHER, NOTIFY MEDICAL EXAMINER) 


21B. PLACE (Home, farm, factory. 


21c. WHERE DID (City or town) (County) (State) 
OF INJURY atreet, office bldg., etc. 


INJURY OCCUR? 


210. TIME (Month) (Day) (Year) (Hour) Z21e INJURY OCCURRED | 21F. HOW DID INJURY OCCUR? 
OF INJURY While Not while 
as M. at work at woes) [®  ”  Seae Sos 
22. I hereby certify that I attended the deceased from Cir , 19 5A ‘ oS a 19 55 that I last saw the deceased 
alive on ..... 22 l4~ » 19 23+ and that death occurred at5! 55A.M, from the causes and on the date stated above. 
ADDRESS DATE SIGNED 


fe Ne 
23. BURIAL, C! i de 
EMOVAL (6PECIFY) 


mb. Springfield Hosp, : i - 


— OF CEMETERY OR CREMATORY LOCATION (City, town, or Sm] (State) 
2-7] 
A |. FUNERA ADDRESS 
a 


Clan 


/ ¢ [ee 


ISTRAR'S SI] 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 01474 


23¢, Cake SIGNED 
t i7) A 
2am Bone 4f 24D. LOCATION (City, town, or county) (State) 
TION, REMOVAL (Specify) 
burial 


DATE RECEIVED BY 


ICAL RE! 1985 
Gi 1935" 


ov 
S 
ry 
& § 1489 CERTIFICATE OF DEATH Reg. Dist. No. //2 
Pm ic He dN Settle 7 oy P Ta. DATE % 
gi Sore Print) Mrs Blanche B.Lawrenc pian F@Ds7 91955 
| 3. @LACE OF DEATH: 4, USUAL RESIDENCE (Where deceased lived. Jf inetitution ; residence 
‘a (2 . Maryland Taneytown RD. A. STATE Ma 8, COUNTY before admission) 
F 2 B.FULL NAME OF (if not in hospital or institution, Eive strect adress oF 2 Carro 
HOSPITAL OR jocation i i 7 
v2 ere aL OF c. CITY OR TOWN (if outside corporate limits, write Bas 
g2 a2) ___ Taneytown, Rural. 
£2 Yrs. || D. STREET ADDRESS {If rural, give location) } 
S 0 Mos. 
© || c. Length of stay inTaheytbewn Rural 56 yrs. pays = 
So || 5. SEx 6.COLOR or RACE| 7. SINGLE, MARRIED, 8. DATE OF BIRTH 9. AGE (in years] iW Under 1 Year | H Under 24 Hors 
aie WIDOWED, DIVORCED (pecity)) pets Months: Days |Hours! Min. 
3s, iF W married Feb.14,1898 5 i i 
2h |{ 108 USUAL OCCUPATION Givekindof| 108. KIND OF BUSINESS OR 11, BIRTHPLACE (State or foreign country) 12, CITIZEN OF 
& || ork dono durine most of working life, oven ifretired) INDUSTRY wear COUNTRY? 
o ic) house work ownhome Md, 
z Se 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
ct 
B poke Bernard J.Feeser Barbara Fleagle 
= ee 15. WAS DECEASED EVER IN U.S. ARMED FORCES ~SOGI 
a Q 23 if} (%ee, no or noknown)} (If ye, nive war or dates of mrviaiielie eCURITY No. | LZ RroRMalaT SDLREES 
e 2 Le! ° none Norman Lawrence Taneytown ,Md .R#1 
m og 
Be INTERVAL BETWEEN. 
e ia ae 1% 7 TUX . CAUSE OF DEATH eA 
a ob DISEASE OR CONDITION DIRECTLY 
e/ ee LEADING TO DEATH 
4 a « (This does not mean the mode of dying, e. g., CA) ee MAMA ALLEY, Y., Me 
A og heart failure, asthenia, etc. It means the disease, 
<a} fabs injury or complication which caused death} DUE TO 
a FRE ELAN oo eee 
we a ob ANTECEDENT CAUSES 
z asa lz de) 
a HAAS HO DISEASES OR CONDITIONS, IF ANY. GIVING 
wo (“4 ae F RISE TO THE ABOVE CAUSE (A) STATING THE DUE TO 
% oie UNDERLYING CONDITION Last. 
= 4224810 
= GBs lle 
25 Ile ul 
< Be lle OTHER SIGNIFICANT CONDITIONS con- 
= A il TRIBUTING TO THE DEATH, BUT NOT RELATED 
Sa 6) TO THE OISEASE OR CONDITION CAUSING IT. + ee seceenees. = = 
¢ ny “f 19a. DATE OF OPERATION 198. MAJOR FINDINGS OF OPERATION 20. AUTOPSY? 
$ tn —— = 
ie Se Le ) 4 anes fEt=h=no 0 
we - 21D. TIME (Month) (Day) (Year) (iiour) 21£. INJURY OCCURRED" 21FfHOW' DID INJURY OCUURT 
& OF INJURY SAS Ca NOT WHILE| 
< m. WORK ATW _ 
cy “e ape . LE ae 199 & that I last saw the 
= f= yym., from the cartes and on the date stated above. 
Si 
a 
ied 
e 
& 
n 
a 
fl 
4 
a 


VS. A15 — 10 - 53 (= 


correct age is especially 


REGIETRAT: Ss s N. RE 25. FUNERAL DIRECTOR : ; ADDRESS 
WATT Hh 0. Mle oe C.O.FUSS & SON Taneytown ,Md. 


& 
Oars 


+ 


MARGIN RESERVED FOR BINDING 


vs. A15— 10-08 - 
be] 


PLEASE TYPE OR WRIT: PLAINLY, WITH UNFADING INK. Supply every item of information‘eareftlly. The 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 0147 


D 


s 1490 CERTIFICATE OF DEATH Reg. Dist. No. 7%... 
1. PLACE OF DEATH: 2. USUAL RESIDENCE (HOME) OF DECEASED: 
Carrot Ba ; 
COUNTY MARYLAND. * # COUNTY 
CITY se outside sro wp limits, write RURAL iS) Rah OF, a Sura outside corporate limits, write RURAL and give nearest town) 
OR __ and give ,peares (in this place. 
YX Town Soy kt fervittl 14 FOwN galt ire re av - 


HOSPITAL LP Ho te STREET (if rural give location) 
“INSTITUTION OR ipri wf Fi el ¢ ADDRESS 2 


|S stREET ADDRESS 2138 We Fayette St. 


J 


3. NAME OF First) hes ie} \ (Laat) 4. DATE (Month) (Day) (Year) 
DECEASED: i 1 i OF 
(Type or Print) eile WEBB Lik k peau: Heb. 19 5D 
5. SEX: 6. COLOR OR|7. SINGLE, MARRIED, 8. DATE OF BIRTH: 9, AGE last birthday| Ir uNoen 1 vear | 


If UNOER t4 Hrs. 


please write the causes of death clearly and legibly. 


RACI WIDOW. DIVORCED, 
wv Spa owed Wev, 5 - 1883 7| 53 x Days | Hours} Min. 
HOA. ae OES OR RMLON (Glieseee of 10B wa sa BE OINESS, 11. BIRTHPLACE (State or foreign country): ]12. CITIZEN OF WHAT 
work done during of working jife, te) N STRY: COUNTRY? 
even if retired) : Pousewite at fone Kent Cou ut 4 Jelaiobre 
13. FATHER'S NAME: 14. MOTHER'S MAIDEN N og 
awkwe wen //U (bark dl Vkied Webb Ws Kuoven, 
43. WAS DECEASED Ever IN U.S, ARMED FORCEST te, SOCIAL Secumity No. 17. INFORMANT & ADDRESS: Dace 
Fectiommbslece seh) Ped Miles iO Mr.J. Harold Link-2500 K St., N. W.,Wash. 
18. MEDICAL CERTIFICATION 7 INTERVAL BETWEEN 
I DISEASES OR CONDITIONS DIRECTLY LEADING TO DEATH 7 ONSET AND DEATH 
, Ao. ‘ 
REO? CAUSE 7s) Coro an Ocel Usle@k . 
DUE TO 
ANTECEDENT CAUSE (8> 
DISEASES OR CONDITIONS, IF ANY, (B) 
GIVING RISE TO THE ABOVE CAUSE DUE To 


STATING UNDERLYING CAUSE LAST. 


(cy 

It OTHER SIGNIFICANT CONDITIONS CONTRIBUTING 
To THE DEATH BUT NOT RELATED TO THE Wn ‘ ae ye jai v. 

DISEASE OR CONDITION CAUSING DEATH. DAAC. 4 

19a. DATE OF OPERATION: 198. MAJOR FINDINGS OF OPERATION 


dychedis 


20. AUTOPSY? 


vee ig NO oO 


21a. ACCIDENT WAS UNDERLYING) 
OR CONTRIBUTING [J CAUSE OF DEATH! 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
21D. TIME (Month) (Day) (Year) (Hour) 
OF INJURY 


21m. PLACE (Home, farm, factory, 
OF INJURY street, office bldg., etc. 


INJURY OCCUR? 


2ie INJURY OCCURRED Z21IF. HOW DID INJURY OCCUR? 
While Not while 


at work at work 


2Ic. WHERE DID (City or town) (County) (State) 


SIGNATURE 


Soe cedeadlh LED, - 7 4, a Sek hy U ADD! oY, ee DATE SIGNED 


22. I hereby wee that I attended the deceased from T= arma 27, 19 Pre to e = 5 3 199 5 , that I last saw the deceased 
alive on ...: vn 4A. Ae 1955, and that death occurred at 5 @&.M, from the causes and on the date stated above. 


correct age is especially important. Physicians 


3. BURIAL, Sfeecerry) | DATE THEREOF NAME OF CEMETERY OR et a LOCATION (City, town, or county) 


Womar 2/9/55 Lorraine Park | Hoediann, Md. 
DATE REC'D BY LOCAL ae As S SIG TURE DI 
REG) ae wr 5 Aleut. 7 


(State) 


ite the causes of death clearly and legibly. 


MARGIN RESERVED FOR BINDING 
i 


PLEASE WRITE PLAINLY, WITH UNFADING INK. Supply every item of information carefully. The correct 


lly important. Physicians: please wr 


age is especia! 


VS.A15 8-51 »o® 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 () 1476 
CERTIFICATE OF DEATH Reg. Dist. Nou 


1, PLACE OF DEATH: wu 2, USUAL RESIDENCE (HOME) OF DECEASED: 


coun, 7 Guar i MARYLAND STATE Ind Z COUNTY Cavett 


be Fee ee Se ICE ACRE EAS, CITY (It outyide eprporate limits, write RURAL, and give nearest town) 
ny y : 
TOWN wy 77 ym TOWN 2 


HOSPITAL OR (if rural, give location) 
INSTITUTION OR i ed 
STREET ADDRESS ve 7 (ere. ila: f 7 ? ewig. 2, 3 

3. NAME OF (First) (Middle) (Last) 


DECEASED: L 


(Type or Print) Wee 1AM FRANK LYS aa 


rn DATE ‘onth) — (Year) 
DEATH: Feb. /& w5 5D 


8. SEX: 6. COLOR OR 7, SINGLE, MARRIED, §. DATE OF BIRTH: 9, AGE last birthday; | 17 UNDER 1 YEAR| IF UNDER 24 HRS, 
RACE: WIDOWED, DIVORCED, iMonths| Days | Hours | Mina 


Months Days 


Specify): 
Ps y. yrs. 


11. BIRTHPLACE (State or foreign country): 


Vol. 


14, MOTHER’S MAIDE 


10a, USUAL OCCUPATION (Give kind of | 10b. KIND OF BU: ESS OR 


12. CITIZEN OF WHAT 


work done during most of working life, iN Lage COUNTRY? 


even iP/retired) : ¢ (Go| Nn 
pera 


“18, Way Deceasty Ever In U.S. Anmen Fore 2 16. SoctaL Secunrry No. : 
(Yes, no, or unk. ” (If Yes, give war or dates of) 


0 service) MLE -Of- be) Q 


18. —e 


13. FATHER’S NAM NAME; 


17.(NFORMANT iy DRESS: 


77 Puamne. Girt: 
Belted Vth. ab tidinrin tin, (et 
L CERTIFI£LATION . 


INTERVAL BETWEEN 
ONSET AND Dratit 


r= 


a DISEASES OR CONDITIONS DIRECTL’ 


Immediate cause 


Antecedent cause(s) 

Disenses or conditions, if any, 
giving rise to the above cause 
stating underlying cause Inst 


Conditions contributing to the death but not 


Ce SSS SS ee 
Il. OTHER SIGNIFICANT CONDITIONS: | 
related to the disease or condition causing death. 


19a. DATE OF OPERATION: | 18b. MAJOR FINDINGS OF OPERATION: | 20, AUTOPSY? 
Ye Oo voit 

21. ACCIDENT (Specify) PLACE (Home, farm, factory, street, [ (CITY OR TOWN) (COUNTY) (STATE) 

SUICIDE OF yotiee bidz., ete.) 

HOMICIDE INJUR i 

TIME (Month) (Day) (Year) (Hour) ee OCCURRED a HOW DID INJURY OCCUR? 

or Whileat Not while 

INJURY M. | work{] at work 
22. I hereby .« eh y I rent the deceased from.."> Bi hehe jr oKid, ite wo that I last saw the deceased 

ive_on...\... hon ts from th, causes and on the date stated above. 


DATE THEREOF 


BURIAL, CREMATION 
if) weed (Specify) : |2- 19-1955 


wee BY LOCAL | REGISTRAR‘ ™ SIGNATURE 


DATE SIGNED 
ha doe 
i 


D FOR BINDING 


MARGIN RES 


Vs. A15— 10-53 e 


PLEASE TYPE OR WRITE PLAINLY, WITH UNFADING INK. Supply every item of information carefully. The 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 01477 
* 1499 CERTIFICATE OF DEATH Reg. Dist. No. “7%. 


1. PLACE OF DEATH: 


2, USUAL RESIDENCE (HOME) OF DECEASED: 


county Carrol] MARYLAND 


ahs (If outside corporate limits, write RURAL] LENGTH OF STAY 
and give nearest town) {in this place) 


€ Town Sykesville 2yr.3 


state Maryland county _ 
an outside corporate limits, write RURAL and give nearest town) 


rs Town Baltimore City (18) GYo/-~@% 


HOSPITAL OR STREET (If rural give location) 
INSTITUTION OR ADDRESS 
/G STREET ADDRESS Springfield State Hospital 2016 St, Paul Street 
3, NAME OF (First) (Middle) (Last) 4. DATE (Month) (Day) (Year 
DECEASED: Z | 
(Type or Print) — PEARL ESTELLE MARFIEID DEATH: February 21 19 55 
S, SEX: 6. COLOR OR |7. SINGLE, MARRIED, 8. DATE OF BIRTH: lg. AGE last birthday INDER 1 VEAR | IF UNDER 24 Has. 
RACE: WIDOWED, DIVORCED, | Months| Days | Hours ( Min, 
Female White (Specify) 1) vorced 2-27-82 Bote 
Oa. USUAL OCCUPATION (Give kind of} 108, KIND OF BUSINESS 11, BIRTHPLACE (State or foreign country): |12. CITIZEN OF WHAT 
work pe during most of working life, OR INDUSTRY: COUNTRY? 
vi ae 
get Maryland U.S.A. 
73. F FATH "S“NAME: 14. rat Ss MAIDEN NAME: 


Charles H. Marfield Emma Kinsey 
(, Waa DECEASED EVER IN U.S, ARMED Fontes! 


1€, SOCIAL SECURITY ND. 17, INFORMANT & ADDRESS: 
(If Yea, give war or dates 


| opeg stats | Of sof. | Hospital_records 


please write the causes of death clearly and legibly. 


of service) 
18, MEDICAL CERTIFICATION % INTERVAL BETWEEN 

I DISEASES OR CONDITIONS DIRECTLY LEADING TO DEATH ONSET’ “AND” DEATH 
= CORK 
% IMMEDIATE CAUSE (Ad -Pulmonary tuberculosis, far-ddvanced, with | 2 
4 DUE TO * 
ee ANTECEDENT CAUSE (8) cavitation. 
@ DISEASES OR CONDITIONS, IF ANY. (B) 
= | GIVING RISE TO THE ABOVE CAUSE DUE To 
[yy STATING UNDERLYING CAUSE LAST. 
ee «c) 
CAE EF SIGNIFICANT CONDITIONS CONTRIBUTINGC BS , with di 
4 ib H BUT NOT RELATED TO THE sturbance of growth, metabo sm, 
S. eh j ONDITION CAUSING DEATI eh nutrition, with Seni ile bra n fot Seasey wi Years 
| 198 Es. CF OPERATION: | 198. MAJOR FINDINGS OF OPERATION psychotic reaction. 20. AUTOPSY? 
=” YES i] NO oO 


218. PLACE (Home, farm, factory. 
OF INJURY street, office bldg., etc. 


21a. ACCIDENT WAS UNDERLYING (J 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER} 
210. TIME (Month) (Day) (Year) (Hour) 
OF INJURY 


21c. WHERE DID (City or town) (County) (State) 
INJURY OCCUR? 


21£ INJURY OCCURRED 
hile Not while 
at work at work 


21F. HOW DID INJURY OCCUR? 
M. 


225) hereby certify that I attended the deceased from .1=-3-.... , 19.55, to .2-21..., 19 5S, that I last saw the deceased 
t 4 2:05AM, from the causes and on the date stated above. 


alive on ......2720. % 0 that death occurre: 
NATU! ADDRESS DATE SIGNED 
Wattn m.v. Springfield State Hospital 2-21-55 


23. BURIAL, CREMATION, per THEREOF + NAPE OF CEMETERY OR CREMATORY | LOCATION (City, town, or county) (State) 
R 


ae | 2. bs ae $00 Loeb Ghee Lal ro, 


A Ae. SIGNATURE 24. FUNERA’ DIRECTOR ADDRESS 
La. hetbes Zlhauad #: A WALLS 2 F 


correct age is especially 


DATE REC'D BY LOCAL 
TRAR 


22, LEE. 


< °K qvaand 


v Wi 


acl 
eS 


wos 


o 
i 
a 
= 
3 
tt 

o 

be 

a 

i] 

je 
a4 
S 
£ 
ke 

° 
= 
Ll 

2 

£ 
£ 

by 
ba 

o 

> 

ov 
oe 

a 

2 

dl 
mn 
i 
a 
a 
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MARGIN RESERVED FOR BINDING 


\ 


VS. Al5 — 10-53 eo 
Lees | 


PLEASE TYPE OR WE 


correct age is especially important. Physicians: 


please write the causes of death clearly and legibly. 


t 
MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 13 01478 


» 1492) cerTIFICATE OF DEATH Reg. Dist. No. 7% 
1. PLACE OF DEATH: 2. USUAL RESIDENCE (HOME?) OF DECEASED: 


_county carroll MARYLAND STATE ‘Maryland __countyBaltimore City 


CITY (If outside corporate limits, write RURAL| LENGTH OF STAY CITY (If outside ete limits, write RURAL and give nearest town) 
and give nearest town) (in this place) OR te 


OR « 
TOWN Rural = Sykesville 7_mos. 18 days TOWN Baltimore 3) 


HOSPITAL OR STREET (If rural give location) 
_~-!NSTITUTION OR ADDRESS 


AS STREET ADDRESSSpringfield State HOspital 268 S. Dallas Court 
3. NAME OF (First (Middle) (Lest) | 4. DATE (Month) (Day) (Year) 
DECEASED. 


(Tyne or Print) _ EDMUND JAMES MC NEILL ew beta: ® 3 155 


5S. SEX:  |6. COLOR OR|7. SINGLE, MARRIED, 8. DATE OF BIRTH: |9. AGE last birthday| IF unoem + veal 
RACE: WIDOWED, DIVORCED, Y Days 


M W (Specify) ‘married 5/9/79 78 om. Months| Days | Hours 


iOa. USUAL OCCUPATION (Give kind of 108. KIND OF BUSINESS 11. BIRTHPLACE (State or foreign country): |12. CITIZEN OF WHAT 
work done during most of working life. OR INDUSTRY: COUNTRY, [oa 


even if retired): Steel work Wate - Canada T Uf Aefe - 
13. FATHER’S NAME: — ‘14. MOTHER'S MAIDEN NAME: 
Patrick McNeill Susanne 


15. WAR DECEASEO EVER IN U.S. ARMED FORCEST 46. SOCIAL SECURITY NO, 17. INFORMANT & ADDRESS: 


(Yes, no, or, unk.)| (If Yes, give war or dates S 3 . ¥ 
7 eae le _ rs - Record, Springfield State Hospital 
= * 18. MEDICAL CERTIFICATION 8, ? INTERVAL BETWEEN 
I DISEASES OR CONDITIONS DIRECTLY LEADING TO DEATH ONSET AND DEATH 
777% " _Bronchopneumonia ka 
IMMEDIATE CAUSE (A) Cn op: ona. aes Pee 
DUE TO 


ANTECEDENT CAUSE (S) 


DISEASES OR CONDITIONS. IF ANY, ws, Cardiovaschlar disease. ‘ years 
GIVING RISE TO THE ABOVE CAUSE ye To 
STATING UNDERLYING CAUSE LAST. 


‘c) Cancer of prostate gland ars 
SIGNIFICANT CONDIT [of : : : 
CATH Bot NOP EL Ane TS BUTING Chronic brain syndrome associated \ 


"e_OR CONDITION CAUSING DeaTHWith cerebral arteriosclerosis sychotic react. 8 mos. 
i8a DCA OF OPERATION: 198, MAJOR FINDINGS OF OPERATION 


20. AUTOPSY? 
ves R] NO o 
21a. ACCIDENT WAS UNDERLYING (1) 218. PLACE (Home, farm, factory.| 21c. WHERE DID {City or town) {County} (State) 


OR CONTRIBUTING (] CAUSE OF DEATH} OF INJURY street, office bldg., etc.) INJURY OCCUR? 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


Zio, TIME (Month) (Day) (Year) (Hour) | 21£ INJURY OCCURRED | 21F. HOW DID INJURY OCCUR? 
OF INJURY While O Not while 
M. at work at work 


'22. I hereby certify that I attended the deceased from @/16 .... , 195], to2/3......., 19.55, that I last saw the deceased 


alive on. .2/3/ ere: | 55. and that death occurred at 7 215 Ns, from the causes and on the date stated above. 
LeSATURE If, ie ADDRESS DATE SIGNED 


belts, J f(t wn 2/ 


23, BURIAL, “igreciry) | DATE THEREOF, NAME OF CEMETERY OR City, town, or county} (State) 


REMOVAL (SPECIFY) a n p Z r y 
29-85 \ ‘Dpege ford Yessir dag, \ Aired « 


Vat ah 
DATE REC'D BY LOCAL REGISTRAR'S SIGNATURE ADDRESS 
REGISTRAR ~ 


eA FES La Sete Zoce Lecneed! J, te~ 530% Herter JG, 


| 


vA 


‘OR BINDING 


MARGIN RESER 


s 


PLEASE TYPE OR WRITE PLAINLY, WITH UNFADING INK. Supply every item of information cdrefully. The 


VS. Al5 — 10 - 53 


correct age is especially important. Physicians 


please write the causes of death clearly and legibly. 


01479 


Reg. Dist. No. 7 


o MARGAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
CERTIFICATE OF DEATH 


2. USUAL RESIDENCE (HOME) OF DECEASED: 


state Maryland 


1, PLACE OF DEATH: 


Carroll 


COUNTY MARYLAND COUNTY 
CITY (If outside corporate limits, write RURAL| LENGTH OF STAY CITY(If outside corporate limits, write RURAL and give nearest town) 
OR and give nearest town) (in this place) OR F 
X Town Sykesville mo. 7 day: TOWN Baltimore City 2V ores 
HOSPITAL OR STREET (Ifrural give location) 
INSTITUTION OR , 4 ADDRESS 2 
{5 STREET ADDRESS Springfield State Hospital the - v 
3. NAME OF (First} (Middle) (Last) 4. DATE (Month) (Day) (Year) 
DECEASED: CE 
(Type or Print) AGNES CASANDRA McPARLIN | Deatn: February 26 1955 
S. SEX: 6. COLOR OR|7. SINGLE, Lyd EDs 8. DATE OF BIRTH: 9, AGE last birthday! Ir UNDER 1 vear | tf UNDER 24 HAs. 
RACE: WIDOWED, DIVORCED. Months| Days | Hours| Min. 
Female | White (Specif): Single 12-8-1869 85 rs | | 


Oa, USUAL OCCUPATION (Give kind of 
work done during most of working life, 


even if retired): Housework 


108. KIND OF BUSINESS ETF 


OR INDUSTRY 
None 


BIRTHPLACE (State or foreign country) : 


New York 


12. CITIZEN OF WHAT 
UNTRY? 


eDoile 


13. FATHER’S NAME: 
Thomas Andrew McParlin 


14, MOTHER'S MAIDEN NAME: 


Alida Roca 


15, WAS DECEASED EVER IN U.S, ARMED FORCES? 


(Yes, , ee re (If Yes, give war or dates 


1e. SOCIAL SECURITY NO, 


York 


17, INFORMANT & ADDRESS: 


Hospital records 


of service) = 


18, MEDICAL CERTIFICATION INTERVAL BETVERN 
I DISEASES OR CONDITIONS DIRECTLY LEADING TO DEATH ivi, Ade eae 
Y~Qo.t 
IMMEDIATE CAUSE (Ad Myocardial infarct 1 day 
DUE TO 
ANTECEDENT CAUSE (5) ; 
DISEASES OR CONDITIONS, IF ANY. (B) Arteriosclerotic cardiovascular disease Years 
GIVING RISE TO THE ABOVE CAUSE ye To 
STATING UNDERLYING CAUSE LAST. 
(c) 
Tl OTHER SIGNIFICANT CONDITIONS CONTRIBUTING 
TO THE DEATH BUT NOT RELATED TO THE . ‘ Many 
DISEASE OR CONDITION CAUSING DEATH. hizophreniay paranoid type ears 
TSA. DATE OF OPERATION: | 198. MAJOR FINDINGS OF OPERATION BO. RUT CRETE 
Yes NO [eal 
21A. ACCIDENT WAS UNDERLYING(] | 218. PLACE (Home, farm, factory,| 21c. WHERE DID (City or town) (County) (State) 


OR CONTRIBUTING [] CAUSE OF DEATH; 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


OF INJURY street, office bldg., etc.) INJURY OCCUR? 


21D. TIME (Month) (Day) (Year) (Hour) ae eee OCCURRED 21F. HOW DID INJURY OCCUR? 
OF INJURY Whi Not while 
M. at eck at work 
22. I hereby certify that I attended the deceased from ...2- a , 1955, to 2 26... , 1955, that I last saw the deceased 
alive on ... ey sites: 19 55 ., and that death occurred atl0: 30PM, from the causes and on the date stated above. 
ADDRESS DATE SIGNED 


hige GN. 

Ly eu TF Y 

23. BURIAL. CREMATION, 
MOVAL (SPECIFY) 


mo. Springfield State Hospital 2-26-55 


NAME OF CEMETERY OR CREMATORY ; | LOCATION (City, town, or county) 


DATE THEREOF 


3-2-7 


(State) 


Lg 
DATE REC'D /BY LOCAL REGISTRAR’S SIGNATURE 24—- FUNERAL DIRECTOR a 1 ADDRESS a 
REGISTRAR 2 2 * <> . é - 
Lh d RSS. Att bey Beg Id -dbttaded Spl o ea 


$ °A Nvaand 
soe NN e 


Dawid 


MARGIN RESERVED FOR BINDING 


VS. A165 — 10-53 ¢ ) 
Ray 


1494 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
CERTIFICATE OF DEATH 


e 


oe 


Reg. Dist. No. 


1. PLACE OF DEATH: 


2, USUAL RESIDENCE (HOME) OF DECEASED: 


and give nearest town) 


x Town ‘Rural - Sykesville 


vt « 
county CARROLL MARYLAND = srate Maryland COUNTY 
CITY (If outside corporate limits, write RURAL LENGTH OF STAY cirvilt outside corporate limits, write RURAL and give nearest town) 


(ip thi ce) 


3y 307 TOWN Baltimore City 


HOSPITAL OR 
-INSTITUTION OR 


1s STREET aboressSpringfield State Hospi 


STREET “(If rural give location) 
ADDRESS 
Darley Avenue, Balto. 


TOA. USUAL OCCUPATION (Give kind of 


3. NAME OF (First) (Middle) (Last) | 4. DATE (Month) Py, 
DECEASED: OF 
(Type or Print) THERESA MUMMERT_ DEATH 
5. SEX: 6. COLOR OR /7. SINGLE. NAR RIED 8. DATE OF BIRTH: ‘|9. AGE last birthday| Ir unocR 1 year | Ir UNOER 24 Wma, 
ACE: Leo ee BIN D Months) Days | Hours{ Min. 
F W (Srey married | 11/8/88 | 6 Go| 


108. KIND OF ‘BUSINESS 11. BIRTHPLACE (State or foreign country): |12, CITIZEN OF WHAT 

work done during Most of working life. OR INDUSTRY: COUNTRY? 

even) tf retired housewife Baltimore, Maryland US. 
13. FATHER'S NAME: ] 14. MOTHER'S DARIEN NAME: 

John Tormollan x Louise A. Gronan 

15. WA& DECEASED EVER IN U.S, ARMEO FORCES? | 16. SOCIAL SECURITY No. 17. INFORMANT & ADDRESS: * 
(Yes, no, or unk.) (If Yes, sive war or dates 
i UR eA it ee} Record, Springfield State Hospital _ 


please write the causes of death clearly and legibly. 


aL 


‘MEDICAL CERTIFICATION 
I DISEASES OR CONDITIONS DIRECTLY LEADING TO DEATH 


INTERVAL BETWEEN 
ONSET AND DEATH 


Carts 0 - Vea ruden Olrebaar 


,» WITH UNFADING INK. Supply every item of information carefully. The 


DEATH BUT NOT RELATED TO THE 


. ' 
a IMMEDIATE CAUSE (ay 

5 DUE TO 

‘3 ANTECEDENT CAUSE (8) A . By) , ? 

@ | DISEASES OR CONDITIONS. IF ANY. (BY 2s tH 
& | GIVING RISE TO THE ABOVE CAUSE = gyre To 

& | stating UNDERLYING CAUSE LAST. ' 

Tui ke tc) b7 - J [wt | Lh #- 
€ “FR SIGNIFICANT CONDITIONS CONTRIBUTING a 


OR CONTRIBUTING [J CAUSE OF DEATH 
(CF EITHER, NOTIFY MEDICAL EXAMINER) 


FOR CONDITION CAUSING peaTH, _PSychosis with cerebral arteriosclerosis ‘5S years 
oP OF OPERATION: 198. MAJOR FINDINGS OF OPERATION 20. AUTOPSY? 
ves (7) No 6] 
21a, ACCIDENT WAS UNDERLYING] | 218. PLACE (Home, farm, factory, 21c. WHERE DID (City or town) (County) (State) 


OF INJURY street, office bldg., etc. 


INJURY OCCUR? 


210. TIME (Month) (Day) (Year) (Hour) 
OF INJURY 


M. 


21E INJURY OCCURRED 
While 


at work 


21F. HOW DID INJURY OCCUR? 
Not while 


at work 


°. , and that 


e on 
aN. Se aaieed 


22. I hereby Bi? . I attended the deceased from O7TL 


,19 SL to of f 19 55 that I last saw the deceased 


death occurred at 9330K,, from the causes and on the date stated above. © 
ADDRESS DATE SIGNED 


Sykesville, Maryland _ 


M.O. 


SE TYPE OR WRITE PLAINLY. 


are age is especially import: 


23. BURIAL. a mel 
KS (SPECIFY) 


oe | 


Y OR ee, Beie. oe wy ‘town, or oe (State) 


PLEA 


DATE tHARS BY LOCAL LB 
R 


IsTR - ce 


it Spa WA 


iia Dl tft dade fig oe 


Lisp OF CEMETER 
Eg L 


G06 ay ed. Oa. 


VS. A15A - 5 - 53 


( 
LAINL 


g 
s 
: 
5 
# 
3 
8 
8 


i 


MARGIN RESERVED FOR BINDING 


a. 
tes } 
/ / 
cially important. 


WITH UNFADING INK. 


g 
& 
iE 
i 
eS 
o 
3 
3 
8 
3 


Supply every 


PLEASE WRIT 


the causes of 


Physicians: please write 


age is e 


<_ 


1. PLACE OF DEATH: 2, USUAL RESIDENCE (HOME) OF DECEASED: 
COUNTY MARYLAND 
x ae (If Outside corporate limits, write RURAL Ee OF STAY CITY (If outside torporate limits write RURAL and give n¥arest town) 
P, and give neareyt town) place) OR cs 
TOWN ? wa TOWN - Xx 
4, HOSPITAL’ OR STREET (If rural, give location) / 
INSTITUTION OR Be 2 ADDRESS 
STREET ADDRESS 
3. NAME OF rst) (Middle) (Last) 4. DATE (Month) (Day) (Year) 
(iyeor Frnt) 2¢p Face Davin feANKLIN ee fre | DEATH J -24~ } wy SST 
5. SEX: 


4495 01481 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 Reg. Dist. 
MEDICAL EXAMINER’S CERTIFICATE OF DEATH 1.75”. 


RACE: 
(Specify) : 


10a. bsuas ooguhtarron ie kind ae 


work done durin, ost of work life, 
even if retired): 


13. FATHER’S NAM A 


6. COLOR OR | 1 Baa MA oe : 8. DATE OF BIRTH, ie AGE last birthday: 


IF UNDER 1 YEAR | IF UNDER 24 HRS. 
fi C Oud an Poh] Days | ose | Min, 


IRTHPLACE (State or foreign country):| 12. CITIZEN OF WHAT 
OUNTRY 


10b. Il. 


15. Was DecEASED 
(Yes, no, or unk, | an 


‘U.S, ARMED Forces? 
, Give war or dates of 


) 


FORMANT & ADDRESS: 
ffm 


18. MEDICAL CERTIFICATION 
L DISEASES OR CONDITIONS DIRECTLY LEADING TO DEATH: 


INTERVAL BeTWwEEN 
Onset AND DgaTE 


nr) 
Immediate ‘case (a). 


DUE TO 
Antecedent cause(s) 


Diseases or conditions, if any, _ (B} ws ag 


giving rise to the above cause DUE TO 
stating underlying cause last (e) 


u 
IL OTHER SIGNIFICANT CONDITIONS CONTRIBUTING | 


TO THE DEATH BUT NOT RELATED 
ITION CAUSING DEATH. ....... 
19a. DATE OF OPERATION: | 19b. MAJOR FINDING OF OPERATIO: 


20. AUTOPSY? 


YesO Ne 

2ia. EXTERNAL CAUSE WAS 21b. PLACE (Home, dam, factory. Zic. (City or town) ~(Gounty) (State) 
PRIMARY [] or CONTRIBUTING 1) street, office bidg., | 
CAUSE OF DEATH. INJURY 
Zid. TIME (Month) (Day) (Year) (Hour) | 2le. INJURY OCCURRED 2if. HOW DID INJURY OCCUR? 

Or ile _at Not while 

INJURY M.| work at_work [) 
22. I hereby certify that I took charge of the remains described above, held an Autopsy (], Inspection >“Inquiry jy and 

find that death resulted from: Natural causes Ff}; Accident (J, Suicide (1, Homicide [1], Undetermined cause . 
SIGNATURE CHIEF MEDICAL EXAMINER a DATE SIGNED 


RIAL, CREM ‘TION, PGATION (City, town, or county) 
gen eae : 7 


DEPUTY MEDICAL, EXAMINER 
Re : ASSISTANT MEDICAL EXAM. 
v/ 


Special query form sent to Doctor regarding the "exposure" -- death was 
caused solely by effects of Exposure. 2/14/55 ans 


fully. The 


please write the causes of death clearly and legibly. 


MARGIN RESERVED FOR BINDING 
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PLEASE TYPE OR WRITE 


VS. Alb — 10-53 


correct age is especially important. Physicians 


-MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 01 4 
CERTIFICATE OF DEATH Reg. Dist. No. ae 


PLACE OF DEATH: 


ee! Carroll 


MARYLAND 


= Sine RESIDENCE (HOME) OF DECEASED: 


STATE M . d. COUNTY Carrell 


CITY UIE outside corporate limits, write RURAL 
ah a nearest, 
4 TOWN 


LENGTH OF STAY 
“3 4" place} 


CITY (If outside corporate limits, write RURAL and give nesrest town) 


fe vi 44 . 
ad TH é 
[SBE State (oa asa sa 


OR ‘ 
eivine 
TOWN x: 
P 


3. NAME OF pe: 
DECEASED: 


(Type or Print) Es 3 Fell e f. 


[GRAY Coinage” 37 


ihe \pring Pietd™ Wie Hos 
Tad A ec uien obteinable 
(Month) (Year) 
19 S.$— 


DEATH: ot. 


(Day) 


¥Y 


» SEX: 6. COLOR OR|7. SINGLE, MARRIED, 
R o WIDOWED, DIVORCED, 
g (SPECIES 


I-d 


8. DATE OF BIRTH: 


-If70 


No furth 
IF UNDER 24 Hes. 


Hours | Min. 


9. AGE last birthday 


$4 


IF UNDER 1 YEAR 
Months| Days 


yrs. 


. USUAL OCCUPATION (Give kind of 
work done during most of working Jife, 


108. KIND OF BUSINESS 
OR INDUSTRY: 


We 
Carrel 


BIRTHPLACE, (State ‘ai foreign 


Count 


12, CITIZEN OF WHAT 


AD | ye a. 


even if retired): )) ou c 
= 


13. FATHER’S NAME: Zz 
kers lobiay 


14, MOTHER'S MAIDEN N bic: 


MM ov Wear Ilda 


18, WAS DECEASED Ever IN U.S. ARMED FORCES? 


16. SOCIAL SECURIpY NO. 
(Yes, po, or ymk.)| (If Yes, give war or dates Yuasa 
Fp eho service) 


17, 


INFORMANT & AD: a? 


-Reeords 


Hes pis 


18. MEDICAL CERTIFICATION 


I DISEASES OR CONDITIONS DIRECTLY LEADING TO DEATH 


Lot Pui (Ad Dreuyinz 


DUE TO 
ANTECEDENT CAUSE (8) 


DISEASES OR CONDITIONS, IF ANY. (By 


INTERVAL BETWEEN 
ONSET AND DEATH 


hebter 
Yetcthe 


GIVING RISE TO THE ABOVE CAUSE 


STATING UNDERLYING CAUSE Last. DUE TO 


«cy UWHAMALP TLL, 
TI OTHER SIGNIFICANT CONDITIONS CONTRIBUTING 
TO THE DEATH BUT NOT RELATED TO THE 
DISEASE _OR CONDITION CAUSING DEATH. CH +0) 
19a. DATE OF OPERATION: | 198. MAJOR FINDINGS OF OPERATION 


bZ 


sn engages me ie 


p AX 


Syeatg 
PLE 


20, AUTOPSY? 


yes[] NO (| 


02724 we had 


21a. ACCIDENT WAS UNDERLYING | 
OR CONTRIBUTING [J CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


21B. PLACE (Home, farm, factory. 
OF INJURY street, office bldg., etc. 


21c. WHERE DID 
INJURY OCCUR? 


(City or town) (County) (State) 


210. TIME (Month) (Day) (Year) (Hour) 
OF INJURY 


ae BEERS, OCCURRED 
Not while 
at work 


M. Ne eck 


21F. HOW DID INJURY OCCUR? 


22. I hereby certify that I attended the deceased from 


alive on 743... 


lek Shae au 


Fo cny 19599, that I last saw the deceased 


. 05S, and that death occurred at Silo ™ from the CAUSES and on the date stated above. 


lal Sach DATE SIGNE 


A Y¥/SS— 


(State) 


Lalli. 


DATE REC'D BY LOCAL REGISTRAR’ ee 
REGISTR. 


A 


$3. BURIAL, Sone. DATE TI! Yecc~ OF Cele ‘ref, vk d RY LOCATION sig Balkin or count: 
; REMOVAL (SPECIFY) Zz. 75. 
é Fa 


ADDRESS 


AM, fee 


— SPREE TOR 


tee. Lal oA Leh ad} 


Z abe | 2 ame 


01483 


MARYLAND STATE DEPARTMENT OF HEALTIT 


i 1 497 2411 N. Charles Street, Baltimore 
y Z — 
(m) E CERTIFICATE OF DEATH Reg. Dist. No. Sade FS 
1 1. PLACE OF DEATH: %. USUAL RESIDENCE (HOME) OF DECEASED: 
=] STATE COUNTY 
eee a 
@: ee ° outside Red limits, write RURAL and | we og as et aye (if outside corporate limits, write RURAL and give nearest town) 
ee 08) 4 
2 wn RYPALS- Sykesville ‘tite’ Town Rural--Sykesville Ry, 
= Sat OR STREET (if rural, give location) 
€ INSTITUTION OR ADDRESS / 
Ms 4 STREET ADDRESS 
2 3. BR a (First) (Middle) (Last) | 4. te (Month) (Day) (Year) 
£ Uypeer Print) REAVER Searn FEB, 13, 1955 
5. SEX €. COLOR OR RACE | 7. SINGLE, MARRIED, 8. DATE ae BIRTH 9. AGE last birthday | If under 1 year [funder 24 hrs 
cs] WIDOWED,, DIVORCED, Lae | Days | [lours| Min. 
# Speeif; 1-1 5=1864, Ql yes. | 
3 b= L SBEeee Te ee ve a we Bad Lise or Busingss oR | 11. BIRTIITPLACE (State or foreign country) | Le Citizen or WHAT 
life, even if retired) USTR' § 
E Ss Own home Maryland Se 


13. FATHER’S: AouBeni Te" | 14. MOTHER’S MAIDEN NAME 


John Wolbert Catherine ? 


5, Was Daceast Be 2s pee oes] | FejySoctaL Sacvarre Moo” jay ANFORMANT, 4NO “ADDRESS 
give war or 
ere ee ileus Mrs, Beulah Clapk,Sykesville,Md. 


18. MEDICAL CERTIFICATION 
I. DISEASES OR CONDITIONS DIRECTLY LEADING TO DEATH 


INTERVAL BETWEEN 
ONSET AND DEATH 


Supply every i f 
Physicians: please write the causes of death —< and legibly. 


4 A -faeanate cause @. Mad NJ AK, Lan 
Antecedent cause(s) 
Diseases or conditions, if any, — (b)---. rn es . * a era A es 
giving rise to the above cause 
stating the underlying cause last 


Lael (Pe 

Il. OTHER SIGNIFICANT CONDITION: 
Conditions contrihuting to the death but not 
related to the disease or condition causing death. 


19a. DATE OF OPERATION | 19b. MAJOR FINDINGS OF OPERATION | 20. AUTOPSY? 


Ye O No 
21. ACCIDENT (Specify PLACE (Ilome, farm, fac! street, : CITY OR TOWN 
rage Gpeeify) | ae ea tory, G D) (COUNTY) (STATE) 
HOMICIDE INJURY : 
TIME (Month) (Day) (Year) (Hour) qe OCCURRED HOW DID INJURY OCCUR? 
ile at Not While 
INJURY m, Work At work [) 


is especially important. 


1192, to} I? 19455, that T last saw the deceased 


.m., from the causes and on the date stated above. 
oi DATE SIGNED “ 


; 4 19%, 55 and that death occurred at. 10: 2 
(Degree or title) 


WD 4 |S do7 
NAME OF CEMETERY OR CREMATORY LOCATION (City, town, or county) (State) 
Carroll Co., Maryland 
24. FUNERAL DIRECTOR ADDRESS: 


PLEASE WRITE PLAINLY, WITH UNFADING INK. 


C. M. Waltz, Winfield, Maryland 


(~) 
VS. A15 a @ MARGIN RESERVED FOR BINDING 


1498 01484 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 Reg. Dist. 
MEDICAL EXAMINER’S CERTIFICATE OF DEATH .....2.4.... 
1, PLACE OF DEATH: 2. USUAL RESIDENCE (IIOME) OF DECEASED: 


MARYLAND STATE Dd a COUNTY 


ope (If outside corporate limits, write RURAL LENGTH OF STAY CITY (If outside corporate limits write RURAL and give nearest town) 
a) give nearest town) (in this place) Rater #: ‘2 


M7 


h clearly an 


: please write the causes of deat! 


HOSPITAL OR STREET (If rural, give location) 
4 5 INSTITUTION OR. ADDRESS 4 , oat 
/ O STREET ADDRESS 2 Z 
(First) (Middle) i es it) 4. eas (Month) (Day) (Year) 
(Type or Print) id Eorl™eE a ré rs ‘sz | Beam Le / © 19 SS 
5. SEX: 6. COLOR OR cA Ce MARRIED, 8. D Be OF BIRTIL: eul op AGE fast birthday: Howth Dase | Hours | Min 
M 


RAGE: IDOWED,, DIVORCED, 
WwW (Specify) + paee, “, onthe] Daye | Honre | Min. 
Ida, USUAL OCCUPATION (Give kind of | 10b. KIND OF BUSINESS OR = Pape Se. or foreign country)? | 12. CITIZEN OF WHAT 


, 
C2: 


= 


work done during most of, work life, INDUSTRY: COUNTRY? 
even if retired): /7 ‘ 


item of informatio 


13, FATHER’S ti me 2) MAIDEN NAME: 


16, Was Decggsep Ever IN U.S. ARMED Forces 7| Soctan : é : 
(Yes, no, or urfk.)| (If Yes, give war or dates of ads pew uae sects |} ieee "Y Le 


or 2-0) 8/2 ze Legged Meta bel tegeate, Lb, 


18. MEDICAL CERTIFICATION 


INTERVAL BETWEEN 
L DRE se Saad DIRECTLY LEADING TO DEATH: ONSET AND DeaTH 


Supply every 


Fe ee oh cause 


Antecedent cause(s) 
Diseases or conditions, if any, : 
giving rise to the above cause DUE TO 
stating underlying cause Inst (c) 
IL 0 SIGNIFICANT CONDITIONS CONTRIBUTING 
TO THE oe BUT NOT RELATED TO THs 
ITION CAUSING DEATH. 


19a. DATE OF OFARATION: 19b, MAJOR FINDING OF OPERATION: 20. AUTOPSY? 
| Yeo) Nol 


21a. EXTERNAL CAUSE WAS 21b. PLACE (Home, farm, ee | 2ic. (City or town) = (County) (State) 


o 
iS 
a 
a 
-) 
Be 
° 
& 
a 
B 
oe 
a 
n 
a 
of 
& 
4 
< 
= 


WITH UNFADING INK. 
iclans: 


lly important. Phys 


PRIMARY (} or CONTRIBUTING 1) OF street, office bldg., ete. 
CAUSE OF DEATH. INJURY 


21d. TIME (Month) (Day) (Year) (Hour) | 2ie. Sie OCCURRED 21f. HOW DID INJURY OCCUR? 
OF ile at Not while | 
INJURY M. ea oO at_work [) 


22. I hereby certify that I took charge of the remains described above, held an Autopsy [], Inspection yj, Inquiry f¥, and 


ind that death resulted from: Natural causes Kt, Accident [1], Suicide 1], Homicide [], Undetérmined cause Q). 
GNATURE “y / CHIEF MEDICAL EXAMINER 
: DEPUTY MEDICAL EXAMINER 
= M.D. ASSISTANT MEDICAL EXAM. 
23/BURIAL, CREMATIO! DATE THEREOF | NAME OF CEMETERY OR-CREMATORY | LOCATION (City, town, or county) (State) 
/ REMOVAL (Specify) : 13-£3- Z / : ¢ - 
178 > 


we 
DATE REC’D BY LOCAL | REGISTRAR’S SIGNATURE Je 24. Ege DIRECTOR eae 


—Tibetrat sega! (donate pag Mang 


ee 


® 


PLEASE WRIT 
_age is 


VS. AISA - 5-53 


MARGIN RESERVED FOR BINDING 
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MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 01485 


1499 


CERTIFICATE OF DEATH 


Reg. Dist. No. m: Y 


1, PLACE OF DEATH: 


Skataxtuemtiak 
county Carroll 


MARYLAND. 


2, USUAL RESIDENCE (HOME) OF DECEASED: 
state Maryland county Baltimore City 


CITY (If outside corporate limits, write RURAL 
OR and give nearest_town) 
K TOWN 


Sykesville 


LENGTH OF STAY 
& this place) 


weeks 


sity outside corporate limits, write RURAL and give nearest town) 
Town Baltimore GVO (-¥ 


HOSPITAL OR 
NSTITUTION OR 
7S STREET ADDRESS 


Springfield State Hospital 


STREET "(if rural give location) 


ADDRESS 
403 N, Streeper Sts 


3. NAME OF (First? 
DECEASED: 
(Type or Print) Mary Anna 


~ (Middle) 


(Last) . 4. 


Ritter 


DATE (Month) — 
OF 


beatu: Feb 


5. SEX: = |6. COLOR OR /7. SINGLE, MARRIED, 
WIDOWED, DIVORCED, 
F Wh 


6. DATE OF BIRTH: 


Jan 10, 1894 


9. AGE last birthday) tr uvoen® 


61 p Mon I 


yrs. 


(Specify): Mar 
“USUAL OCCUPATION (Give kind of} 108. KIND OF BUSINESS 
work done during most of working life. 


OR INDUSTRY: 
even if retired): Housewife xxx 


On. 


Tai. BIRTHPLACE (State or foreign country)? 


Maryland 


_Joseph Bishop_ 


13. FATHER'S NAME: | 


14. MOTHER'S MAIDEN NAME: 


Eliz, 


ECEASED EVER IN U.S. ARMED Forces? 


(Yes,,no, or unk.)| (If Yes, give war or dates 
No of service) 


$6. SOCIAL SECURITY NO. 


mecS3 


| 17. INFORMANT & ADDRESS: 


_| Hospital Records. fi: 


“18. 
DISEASES OR CONDITIONS DIRECTLY LEADING TO DEATH 


331K 


IMMEDIATE CAUSE 


ES 
= 
ce 

cy 

ov 
4 
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be 

s 
a 

oO 
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tA) 


MEDICAL CERTI FICATION 


Cerebro-vascular accident 


INTERVAL BETWEEN 
ONSET AND DEATH 


2 hrs 


ny 


DUE T 
ANTECEDENT CAUSE (8) g 


DISEASES OR CONDITIONS, IF ANY, (B) 


Essential, hypertension 


years 


GIVING RISE TO THE ABOVE CAUSE 


STATING UNDERLYING CAUSE LAST BEA 


«c) 


& SIGNIFICANT CONDITIONS CONTRIBUTING 
DEATH BUT NOT RELATED TO THE 
FOR CONDITION CAUSING DEATH. 


Involutional psychotic reaction 


é “ ——————————— 
Py OF OPERATION: 18B. MAJOR FINDINGS OF OPERATION 20, AUTOPSY? 
XXX yes] no PY 


| 2 years 


2tA. ACCIDENT WAS UNDERLYING (1) 
OR CONTRIBUTING [] CAUSE OF DEATH 


218. PLACE (Home, farm, factory. 
OF INJURY street, office bldg., etc. 


21ic. WHERE DID 
INJURY OCCUR? 


(City or town) (County) (State) 


OF EITHER, NOTIFY MEDICAL EXAMINER) 
21D, TIME (Month) (Day) (Year) (Hour) | 21e INJURY OCCURRED 
While ie Not while 


21F. HOW DID INJURY OCCUR? 


OF INJURY 
M. at work at work 
22. 1 hereby certify that I attended the deceased from 
alive on . Feb 16 AS 
SIGNATLR! 


ayaa H- pia Ld, 


Feb 16,1955, t Fed It 


occurred et OAy, from the causes and on the date staled above. 


, 19.95, that I last saw the deceased 


oleae | NED 


ble Wen 


correct age is especially important. Physicians: 


23. BURIAL, CREMATION, lee THEREDF 
Sues 21, | eo! tebe 
WA 


NAME “ Sasa 2 pny 


scant 


| LOCATION (City’ town, or county) 


ry cosas 


24, Me Tod kee nORe 


Bat (SPECIFY) 
FEES se 


rrect 


_- 
ly. The co 


te 


VS. A1BA-5-53 


fa 
x 
® 


lon car 


item of informati 


i 


the causes of death clearly an 


: please write 


ans 


rc) 
g 
a 
a 
i) 
ca 
5 
i= 
a 
is 
fa 
3] 
Ww 
i] 
oS 
a 
S 
fe 
< 
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WITH UNFADING INK. Supply every 


Y, 
lly important. Physic’ 


NL 


age is especia! 


PLEASE WRIT 


manyLAND Share DEPARTMENT OF HEALTH—BALTIMORE, 18 
MEDICAL EXAMINER’S CERTIFICATE OF DEATH »wo....7 


01486 


Reg. Dist. 
ra) 


I. PLACE OF DEATH: 


MARYLAND 
CITY (If outside corporate limits, write RURAL LENGTH OF STAY 


OR and give nearest town) (in_this place) 
X TOWN Taneytown 39 


HOSPITAL OR 
»« INSTITUTION OR 
STREET ADDRESS 


2. USUAL RESIDENCE (HOME) OF DECEASED: 


stare Faryland county @arroll 
ants (if outside corporate limits write RURAL and give nearest town) 
TOWN Taneytown ¥ 


STREET If ive loeati 
TES (If rural, give location) la 


8, NAME OF 
DECEASED: 
(Type or Print) 


(First) (Middle) 


(Last) 
Sanders 


| “3 re (Month) (Day) = (Year) 


Beam esr 7 6 wv SO 


5. SEX: 6. COLOR OR 7. SINGLE, MARRIED, 
WIDOWED, D: single: 


F White (Specify) : 


8 DATE OF BIRTH: 


June 8,1889 


9. AGE last birthday: | 1 UNoER 1 YEAR | If UNDER 24 HRS. 
65 ene] Daya | Hours | Min. 
yrs. 


10a. USUAL OCCUPATION (Give kind of 
work done during most of work life, 


even if retired): operator Telephone 


10b. Bay DOF PUBINESE OR 


13. FATHER'S NAME: 


Charles E.Sanders 
15. Was Deceaseo Evgr Ln U.S. Armep Forces ?| 
(Yes, no, or unk.)| (If Yes, give war or dates of 
No service) 


16, Socia, Scurry No.: 


16-10-6072 


ll. BIRTHPLACE (State or foreign eountry):{ 12. CITIZEN OF WHAT 
Ma COUNTRY? 


14. MOTHER'S MAIDEN NAME: 


Annie E.Myers 


17, INFORMANT & ADDRESS: 


Guy S.Sanders ,Gettysburg ,Pa. R#5 


18. MEDICAL CERTIFICATION 


I, DISEASES OR CONDITIONS DIRECTLY LEADING TO DEATH: 
& = 
Inimediate eo 


Antecedent cause(s) 
Diseases or conditions, if ans, _ (b).... 
giving rise to the above cause DUE TO 
stating underlying cause last (ce) 
Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING 


TO THE. DEATH BUT NOT RELATED TO THE 
ITION CAUSING DEATH. 


INTERVAL BETWEEN 
cee AND as mgd 


19a. DATE OF OPERATION: | 19b. MAJOR FINDING OF ete 


21a. EXTERNAL CAUSE WAS 
PRIMARY (9 or CONTRIBUTING 0 
CAUSE OF DEATH. 


21b. PLACE (Home, farm, factory, 
ee office bldg., etc, 


20. AUTOPSY? 
YeQO NoQ 
(State) 


2ie. (City or town) ~(County) 


2id. one (Month) (Day) (Year) 
INJURY. M. 


(Hour) | 2le. INJURY OCCURRED 
While at Not while 
work () at_work [] 


| 21f. HOW DID INJURY OCCUR? 


22. I hereby certify that I took charge of the remains described above, 
pay causes ye Accident O, 


find that death resulted from: 
SIGNATURE | ie 


Siatinke / 


DATE REC'D BY LOCAL 


1954 


77) Cate K~ wo. 


23.BURIAL, CREMATION, DATE THEREOF NAME OF CEMETERY OR CREMATORY 
“ REMOVAL etal ¢ Febed! 19 
i] 


St.Jose as 


held an Autopsy O, Inspection fq, Inquiry and 
Suicide ], Homicide, Undetermined cduse Q. 


CHIEF MEDICAL EXAMINER DATE, nest 
DEPUTY MEDICAL EXAMINER 
ASSISTANT MEDICAL EXAM. 


LOCATION (City, town, or county) 
onneville ,Pa. 
24, FUNERAL DIRECTOR 


C.0.FUSS & SON 


Taneytown ,Md. 


MARGIN RESERVED FOR BINDING 


VS. A156 — 10-53 # 


PLEASE TYPE OR WRITE PLAINLY, WITH UNFADING INK. Supply every item of information carefully. The 


please write the causes of death clearly and legibly. 


correct age is especially important. Physicians: 


= 
MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 () 1 4§'7 


1501 CERTIFICATE OF DEATH Reg. Dist. No. 
. PLACE OF DEATH: 2. USUAL RESIDENCE (HOME) OF DECEASED: 
COUNTY. Carrol MARYLAND STATE Md COUNTY — 


CITY (If outside corporate limits, write RURAL 
and give nearest_town) 


si LENGTH OF STAY SITYUE outside corporate limits, write RURAL and give nearest town) 
< 
Town Sykesville 


(in this place) © = 


; TOWN A sa. OD jeut 
a De ae STREET (If rural give location) 
re ION OR. Springfield State Hospital ADDRESS 
/ stREET ADDREss ~Pringiiela o pita, - 
415 NN. Luzerne Ave 
3. NAME OF (First) (Middle) (Last) colo. DATE (Month) (Day) (Year) 
DECEASED: 5 ; . ee ‘ 
(Tyre or Print) Frederica (Reta) Seidel DEATH: Few 13 19 55 
3S. SEX: 6. COLOR OR |7. SINGLE, MARRIED, 8. DATE OF BIRTH: |9. AGE last birthday| tr DER 1 YEAR | If UNOER 24 Mrs. 
RACE: WIDOWED, DIVORCED. 4 | 3 Mintis| Days | Hours) Min. 
fen, white (Specify): “wid, 7-12-85 69 yr. | | 
WOa. USUAL OCCUPATION (Give kind of} 108. KIND OF BUSINESS Il. BIRTHPLACE (State fore ti : 
"= work done during most of Seottne, life, OR INDUSTRY: ; or orca ae a SOUNTRY?” ok 
sven Tine) Son seme 6. at-home Maryland oA. 


13. FATHER'S NAME: 


Gustave Schnaufer 
15. WAS DECEASED EVER IN U.S. ARMEO FORCEST 
(¥es, ne, or unk.)] (If Yes, give war or dates 


14. MOTHER’S MAIDEN NAME: 


Barbara Schaefer 
17. INFORMANT & ADDRESS: 


1s. SOCIAL SECURITY No, 


(aaa lof service) === 4 Records of Springfield State Hospital 
18. MEDICAL CERTIFICATION INTERVAL BETWEEN 
1 DISEASES OR CONDITIONS DIRECTLY LEADING TO DEATH ONSET AND DEATH 


, 


3.0 
MEDIATE CAUSE 
ANTECEDENT CAUSE (8? 
DISEASES OR CONDITIONS, IF ANY, 


GIVING RISE TO THE ABOVE CAUSE 
STA IG UNDERLYING CAUSE LAST. 


Il OTHER SIGNIFICANT CONDITIONS CONTRIBUTING 
TO THE DEATH BUT NOT RELATED TO THE 


DISEASE OR CONDITION CAUSING DEaTH. _SeNile psychosis more than 10 months 


TSA. DATE OF OPERATION: | 195. MAJOR FINDINGS OF OPERATION 20. AUTOPSY? 


YES | NO oO 


21c. WHERE DID (City or town) (County) (State) 
INJURY OCCUR? 


21F. HOW DID INJURY OCCUR? 


21a. ACCIDENT WAS UNDERLYING (I) 
OR CONTRIBUTING (] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
2Ip. TIME (Month) (Day) (Year) (Hour) 
OF INJURY 


218. PLACE (Home, farm, factory, 
OF INJURY street, office bldg., etc. 


ay INJURY OCCURRED 


hile Not while 
at work at work 


ee M. ew eet ee 


22. I hereby certify that I attended the deceased from 4-9... , 19.54, to 2=13...., 19.55, that I last saw the deceased 


alive on ...2..7..13..-., 1955 . and that death occurred at: 40PM, from the causes and on the date stated above. 
SIGNATURE Martin Gross, M.D. ADDRESS DATE SIGNED 
— coe: 


Waar $4.) for SpringMield St. Hos i 
23. BURIAL, “tercciry) | DATE THEREOF | NAME OF CEMETERY OR CREMATOR LOCATION (City, ‘tewn, 


Stat: 
REMOVAL (sPECIFY) ° : " 
Removal 2/16/55 Fairmount Cem. Newark, N. J. 
DATE REC'D BY LOCAL REGISTRAR’S SI ATURE 24. FUNERAL DIRECTOR 


b ISTRAR y= Sz AEP BA v—| wm. Je Rickner & Sons-Balto.l7;Mde 


tt 
Sa 


f information carefully. The correct 


death clearly and legibly. 


MARGIN RESERVED FOR BINDING 


VS. A15A -5-53 S 


1502 01488 


Ttem 21MARYLAND S LATE; DEPARTMENT OF HEALTH—BALTIMORE, 18 Reg. Dist. 
MEDICAL EXAMINER’S CERTIFICATE OF DEATH ». ee. 
1. PLACE OF DEATH: 2, USUAL RESIDENCE (HOME) OF DECEASED: 
COUNTY arro MARYLAND staTE Maryigsnd county Carroll 


CITY (If outside corporate Jimits, write RURAL 


LENGTH OF STAY|| CITY (If outside corporate limits write RURAL and give nearest town) 
OF eH Eve PMT ars 
TOWN Rural - Sykesville 


13 Bost Ww Westminster 


Z 


ee Ge. See 8 (IE rural, give location) / 
STREET ADDRESSpringfield State Hospital RFD #4 ¢ 
DECEASED: 


3. NAME OF (First) (Middie) (Last) | 4. DATE (Month) (Day) (Year) 


OF 
(Type or Print) YDER DEATH ef on 19 GS 

8. SEX: & COLOR oR 7. SINGLE, MARRIED, 8, DATE OF BIRTH: 9. AGE last birthday: | iF UNDER 1 YEAR| Ir UNDER 24 HRS. 

monies Days | Hours | Min. 


WIDOWED, DIVORCED, 


23. BUR CREMATION, vet THEREOF E OF, EMETERY me REMATORY LOCATION (Cj no town, or ated / (State) 
RE} 1% ‘AL pecify) = 
eae 4 SUA 


ae fs RECD REC'D BY mary nt Dae SIGNATURE "s 24, EKONERAL CLpln i ene 
phic, 2k, LI | eacttletee bee) _ 2 


Female (Specity): ' widowed 1/26/1862 92 yrs. 
Bq, [Ts USUAL OCCUPATION (Give Kind of | 108. KIND OF BUSINESS OR / 11. BIRTHPLACE (State or forcien country):) 12. CITIZEN OF WIIAT 
2° work done. Bere ra work life, INDU:; pe | Yur: QUNTRY? 
even fired) : 

nm 
a4 13. FATHER’S NAME: 14. MOTHER'S MAIDEN NAME: 

s 
oo 4 wt eS 
52 15. Was Deceasep Ever InN U.S. ARMED. ‘waka : SS: Ue 
hes (Yes, no, or unk.)| (If Yes, give war or dates of 16. SOCIAL SecuRITY No.: 17. INFORMANT & ADDRESS: 
Eg Zn 4 See 7 a Record, Svringfield State Hospital 
Be 18. MEDICAL CERTIFICATION aa 5 

/| 1, DISEASES OR CONDITIONS DIRECTLY L: G TO DEATH: - ee ae ee 

J o/ g } a , ONsetT AND DratH 

s 4 ° 
a 2 mediate tad, 

a 
i ey Antecedent cause(s) 
ne Diseases or conditions, if any, (DB) sve cuentas . eset efncaecsscitenaseinsitegtaieenseveetonetnntennin ectasaeuctscnenincutea cae nae 
as giving rise to the above cause DUE TO : 
a stating underlying cause last ©) . | 
Ze OTHER SIGNIFICANT CONDITIONS CONTRIBUTING 
PA “TO THE DEATH BUT NOT RELATED 10 THE Kart areas Syndr one associated buen | 
fH DISEASE OR CONDITION CAUSING DEATH. . a ee “eS 
Ba 19. DATE OF OPERATION: | 198. MAJOR FINDING OF OPERATION: 20. AUTOPSY? 
4 b ‘ Yes PJ No) 
~& |@ia. EXTERNAL CAUSE WAS 21b, PLACE (Home, farm, factory, | Zic. (City or town) (County) (State) 
D4 | PRIMARY © or CONTRIBUTING 1 OF street, office bldg., ete., | ‘ z 
wi" | CAUSE OF DEATH. INJURY ke 2 : Ma 
a2 mid. Time (Month) (Day) (Year) (Hour) | 21e INJURY OCCURRED 2if. HOW DID INJURY OCCUR? 

ile ai lot whil - 

s INJURY M.| work D) at_work | Patient fell from bed 
ws = 
a4 a 22, I hereby certify that I took charge of the remains described above, held an Autopsy Gf, Inspection [], Inquiry [1], and 
a o find that dea ath resulted from: Natural causes [], Accident [], Suicide [], Homicide [], Undetermined cause Q. 
1.2 | SIGNATURE CHIEF MEDICAL EXAMINER a) DATE SIGNED 
iz [ ss es Liar DEPUTY MEDICAL EXAMINER v2 
ES ¢ M.D. ASSISTANT MEDICAL EXAM. O) 2/ 21/5 

s 
| 
n 
< 
Is 
a 


4 a wig 


a Araye ofl 


) 


C= 


ED FOR BINDING 


MARGIN RESER 


VS. A15 — 10-53 @ 


o 
2 
é 

} 
e 

E 
6 
“ 
& 
i) 
iS 
= 
a 
S 
> 
o 
=e 
a 
a 
eS 
wn 
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oO 
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= 
> 
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i) 
wa 
< 
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correct age is especially.important. Physicians: 


please write the causes of death clearly and legibly. 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 ()1 480 
503 = CERTIFICATE OF DEATH Reg. Dist. No. 


PLACE OF DEATH: 2. USUAL RESIDENCE (HOME) OF DECEASED: 


COUNTY Carroll ___ MARYLAND STATE Mae COUNTY === 
city (If outside corporate limits, write RURAL| LENGTH OF STAY Gar outside corporate limits, write RURAL and give nearest town) 
and give nearest town} (in this place) 


_ Sykesville nl 8 moe Town Baltimore City CVolu“. 


HOSPITAL OR STREET (If rural give location) 


INSTITUTION OR . 2 : ADDRESS 

/S STREET aopress Springfield State Hospital _ 3420. Ash Ste 

5 we.o | ti. (Middle) {Last os ey 4. DATE (Month) (Day) 
DECEASED: fe] 
(Type or Print) _ Horace Wesley Souder beat: Feb. 22 


5. SEX: 6. COLOR OR |7. SINGLE, MARRIED. 8. DATE OF BIRTH: 9. AGE last birthday) IF UNDER 1 veAR | IF UNDER 24 Hee, 
RACE: WIDOWED, DIVORCED. 


ce ie white (Specify): wide 8-11-72 | 82 vias Hg? | Days we Min. 


HOA. USUAL OCCUPATION (Give kind of| 108. KIND OF BUSINESS ‘‘ BIRTHPLACE (State or foreign country): |12. CITIZEN OF WHAT 


work done during most of working life, OR, INDUSTRY: OMNGRY? 
even if retired) : gardener Wa oat Mde Ges ae 


13. FATHER'S NAME: | 14. MOTHER'S MAIDEN NAME: 


dacob Souder Mary Liz 


13. WAS DECEASED EVER IN U.S. ARMED FORCES? 16. SDCIAL SECURITY No. 17. INFORMANT & ADDRESS: 


(Yes, no, or unk.)| Uf Yes, give war or dates q % 

no Of service) armor UY tthe ~ __| Records of Springfield State Hosp. 
a ~ 18. MEDICAL CERTIFICATION = tet " INTERVAL BETWEEN 
I DISEASES OR CONDITIONS DIRECTLY LEADING TO DEATH ONSET AND DEATH 


Rea eal CAUSE ‘ay Cerebro-vascular accident (hermorrhage) 6 hrs 
DUE TO 


ANTECEDENT CAUSE (5S) 


* c = 
DISEASES OR CONDITIONS, IF ANY. «) Arteriosclerosis : than 2 yrs 
GIVING RISE TO THE ABOVE CAUSE nye To 
STATING UNDERLYING CAUSE LAST. 


(co) 
© SIGNIFICANT CONDITIONS CONTRIBUTING 
1sEATH BUT NOT RELATED TO THE 
“OR CONDITION CAUSING DEATH. ie i an 2 
OF OPERATION; 198. MAJOR FINDINGS OF OPERATION 


20, AUTOPSY? 
aig fae ret) he 


21a. ACCIDENT WAS UNDERLYING DT) 218. PLACE (Home, farm, factory.| 21c. WHERE DID (City or town) (County) (State) 
OR CONTRIBUTING [] CAUSE OF DEATH| OF INJURY street, office bldg., ete.) INJURY OCCUR? 
(IF EITHER, NOTIFY MEDICAL EXAMINER) ean 


21p. TiME (Month) (Day) (Year) (Hour) | 21£ INJURY OCCURRED | 2tr. HOW DID INJURY OCCUR? 
OF IAMURY While Not while 
—oy M. at work at work i ged 


22. 1 hereby certify that I attended the deceased from Auge 15, 19 Sh to Febe. 22, 19 55. that I last saw the deceased 


alive onFeby.. 22. ,1955,, and that death occurred at1O:00FM, from the causes and on the date stated above. 
SIGNATURE Yarbin OSS, MaDy, ADDRESS DATE SIGNED 


2 M0, Q Feb. 22,1955. 
23. BURIAL, REG ATION: | DATE THEREOF | NAME OF ECE OR OGATION (City, Feo: or county (State) 
MOVA PECIFY 4 
Be L, (si > 2:-25°SS A LL ‘ Y 
Ee REC'D YY LOCAL REGISTRAR’S SIGNATURE nips. 24, FUNERAL DIRECTOR Parti 2 
y "23, [8 a Hatta, Lilece bth dimaltoon Mecett/ 4 ond, 
4 


“g °K nvaand 


1) a A s\ 
& 


Want : 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 01490 


oo 
as 
= 1504 CERTIFICATE OF DEATH Reg. Dist. No. 
a 2 = 
Ft 3 2 1, PLACE OF DEATH: 2. USUAL RESIDENCE (HOME) OF DECEASED: 
Ss 2 
soe 
fi Eb county Carroll ___MARYLAND state Maryland county 
joo cine If outside corporate limits, write RURAL| LENGTH OF STAY CITYUE outside corporate limits, write RURAL “and give nearest town 
1) 
NC os z and give nearest town) (in this place) OR 
» 2a | K FOwn * Sykesville 2eyrs, Tdays OWN Baltimore City VO ing 
ind HOSPITAL m4 a STREET «If rural give location) 
® NSTITUTION OR 7 ADDRESS 
3 sTmeeT Aporess Springfield State Hospital|... Unimown. )-) Ce eee 
i [3 NAME oF (First) (Middle) (Last) 4. DATE (Month) (Day) (Year) 
DECEASED: OF 
3 (Type or Print) Sophie ~~ iva Sprunk _ DEATH: _9 1955 
cs | 5. SEX 6. Benes OR |7. SINGLE, MARRIED, 8. DATE OF BIRTH: "/9. AGE last seen 5 UNDER 1 YEAR| If UNDER 24 Hr. 
3 CE: WIDOWED, DIVORCED, Months! Days | Hours|{ Min. 
S| Female | ‘White ' _Vdrried 11-24-1889 650m) = dine 
7. WOa. USUAL OCCUPATION (Give kind of 108. KIND OF BUSINESS 11, BIRTH? ACE (State | or * country) : We, 1c CITIZEN OF W OF WH. Ge 
FS : work done during most of working life OR INDUSTRY: COUNTRY? y 
or 
2 & even if retired} Char woman A 7 7 es i r Germany 
a a 13. FATHER’S NAME: 14, MOTHER'S MAIDEN NAME: 
Z ~~ 
2} 2 |______Alexander_ Grinewetzky faa Sa. ” livers 
A 15, Wag DECEASEO Ever IN U.S, ARMED FORCEST 46, SOCIAL SECURITY No. 17, INFORMANT & ADDRESS: 
i BRUM Ves, nd. or dink.|)ilt Yes, give war or dates 
& ae eho See on eS. ea), ee ie rede 
a 18. MEDICAL CERTIFICATION INTERVA ! 
a i VAL BETWEEN 
Q e. | 1 DISEASES OR CONDITIONS DIRECTLY LEADING TO DEATH ONSET AND DEATH 
> 
& 
| 


— 


PLEASE TYPE OR WRITE PLAINLY, WITH UNFADING INK. Supply every item of informatio 


fi 4Fo xX CAUSE (Ad o2Ze A ‘ms 


DUE To 
ANTECEDENT CAUSE (8) 
DISEASES OR CONDITIONS, IF ANY. (By) 
GIVING RISE TO THE ABOVE CAUSE = nye To 
STATING UNDERLYING CAUSE LAST. 
(c) 


& SIGNIFICANT CONDITIONS CONTRIBUTING 
DEATH BUT NOT RELATED TO THE 
F_OR_ CONDITION CAUSING DEATH. 

19a D0 OF OPERATION: 198. MAJOR FINDINGS OF OPERATION 


20. AUTOPSY? 
i Scie YES (3 No fy] 
21B. PLACE (Home, farm, factory. 7 


21c. WHERE DID (City or town) (County) (State) 
OF INJURY street, office bldg., ete.| INJURY OCCUR? 


21a “ACCIDENT WAS UNDERLYING [() 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


.) MARGIN RES 


VS. Alb — 10-53 » \ 


210. TIME (Month) (Day) (Year) (Hour) 2ie, INJURY OCCURRED | "21F, HOW DID INJURY OCCURT 
OF INJURY Not while 
a, M. Me eer at work Ce eteeneten’ 
22.1 hereby certify that I attended the deceased from ...2—]]—, 19 4, to 2-9 »19 5S that I last saw the deceased 
alive on... 2=Be 19. and that death occurred at 3: 004m, from the causes and on the date stated above. 
SIGNATURE a ¥ cD. DATE SIGNED 


correct age is especially-important. Physicians: 


a) Sprdi Let leagigteja, tose. 2955 


NAME OF CEMETERY OR ne oy kee tock: TION (City, town, or county) (State) 
Reo (SPECIFY) 
Burial erg Park Cen, 


DATE REC'D {BY is REGISTRA SIGNATSRE Z| . AFUNER; 
REGISTRA Ps 
Alo 5 oe Ve 


alls DATE THEREOF 


Y laa? 


‘ 
oy 3 


‘ 
t 


S_. 


information carefully. Th 


a 
: MARGIN RESERVED FOR BINDING 


WITH UNFADING INK. Supply every item of 


ef? | 


Vs. A15 


e correct age 


PLEASE WRITE PLAINLY, 


lease write the causes of death clearly and legibly. 


ally important. Physicians: p! 


is especi 


1 5 n 5 MARYLAND STATE DEPARTMENT OF HEALTH 0 1 4 2 | 
: 2411 N. Charles Street, Baltimore 


CERTIFICATE OF DEATH Reg. Dist. NO... J ee 


“]" PLACE OF DEATIT 
COUNTY 


MARYLAND 
CITY @f gide torporatg limity, write RURAL and } LENGTH OF STAY 
, OR gy ty ia this place) 
town 


HOSPIT. 


OR % 
if, INSTITUTION on ADDRESS _ Ul 
YO stReer ADDRESS tte, N-oee€ 


3. NAME OF (First) ee 


(Last) 4. DATE nth) (Day) (Year) 
Bees, HARV ~ A - STEM See feet 7 ae 


6. SEX 6. COLOR OR RACE | nen phage 8. DATE OF BIRTH 9. AGE last birthday Ses Lyear {Ifunder 24 hrs. 
K VY ee ee You 17-16 Ts Gi 7 a5 ae aye ek | Min. 
10a. USUAL OCCUPATION (Give kind of ae! Lae Sg a ey OR . BIRTILPLACE (State or {preign country) 12, Crmizen oP WHat 
done durin icing lifegeven If reti | ‘a 
. 
“TS. FATHER’S Na : ip) mOTERE MAJDEN NAME y 
AL ld) AA. Voges z SS 
ae Was me fa U.S, ARMED poet 16. SoctaL SEcuRITY No. ji. INFORMANT AND ADP RESS W/ 
own) ea, /, gr ites of o 
(Yes, no, or un! aie y hs VEL 9-2. O-S¥S a VZz, plex, V7 


18. MEDICAL CERTIFICATION 


I. DISEASES OR CONDITIONS DIRECTLY L! 


Mie rd a 
Immédiate cause (s)_-... 


Antecedent cause(s) 

Diseases or conditions, If any, (b)__.., beige abit 
giving rise to the above cause 

stating the underlying cause last 


©) 


di. OTHER SIGNIFICANT CONDITIONS 
Conditions contributing to the death hut not —_— 
related to the disease or condition causing death. 
192. DATE OF OPERATION | 19b. MAJOR FINDINGS OF OPERATION 20. AUTOPSY? 
ee Ye Not 


21. Seiten (Specify) PLACE (Home, f factory, mtreet, | CITY OR TOWN 01 'Y! T 
eras (Sp OF Didge eee. : 1 ¢ ) (COUNTY) oa 
HOMICIDE INJUR : 


poe (Month) (Day) (Year) (Hour) = | REE OCCURRED | HOW DID INJURY OCCUR? 
INJURY . 


He at Not While 
mS At work F< rai. 


22.1 hereby ertify that I attended the deceased from, fad t.., 19.72 to Pus Wes 19.4: VW, that T last saw the deceased 


e 19.40, and that deat! curred at... POM x ..m., from the causes and on the date stated above. 
(Degtet or title) ADDR DATE SIGNED 


SIGNATURE: 
U 72 le y fe) 6S hiatal Tad 2ap-S LS 


alive ob: 


on 
CREMATION HEREOF, NAME $F CEMETERY OR CB OGATION (City, t 
ay RIA AG Some 4 4 \'7 : | y # 99 ¢ tye own, or county) (State), 
PLLAAK EY é MAA 7 ; Ai 8-C $HL, 
R 


DAS EC'D or oD BY LOCAL | REGISTRAR'S SIGNATURE (/ (ee ¥ 


ies” y -| ap f it LL, DP. 


\ 


2 


x 


} 
VS. Alb — 10-53 
Cg es (=) MARGIN RESERVED FOR BINDING 


arefully. The 


PLEASE TYPE OR WRITE PLAINLY, WITH UNFADING INK. Supply every item of informati 


correct age is especially important. Physicians: 


please write the causes of death clearly and legibly. 


MARYLAND STATE DEPARTMENT 0) OF HEALTH—BALTIMORE, 18 (1499 


alte 
‘CERTIFICATE OF DEATH Reg. Dist. No. 7... 


PLACE OF DEATH: 2. USUAL RESIDENCE (HOME) OF DECEASED; 


county Carrol] MARYLAND. STATE Maryland_ __COUNTY. 


CITY (If outside corporate limits, write RURAL| LENGTH OF STAY ee outside corporate Ilmits, wrlte RURAL and. pis nearest tow 
OR and give nearest town) (in this place) 


TOWN Sykesville 2month23days Sows Baltimore City 
HOSPITAL OR STREET (If rural give location) — 
NSTITUTION OR ADDRESS 

/S street ADDRESS SPRINGFIELD STATS HOSPITAL | ‘ Tm? inf a 

3. NAME OF (First) é (Middle) (Last) 40 DATES (Month) (Day) (Year) 
DECEASED: 


__(Type or Print) _ CATHERINE STOLSKI | Seatn. February 15 1950 His 


3. SEX: 6. COLOR OR |7. SINGLE. MARRIED, 6. DATE OF BIRTH: |9. AGE last birthday| Ir unoen 1 vean 
WIDOWED, DIVORCED, 


Female white (Specify) : Wii dowed 1863 


hOa. USUAL OCCUPATION (Give kind of} 108. KIND OF ‘BUSINESS | 11. BIRTHPLACE (State or foreign country): }12. CITIZEN OF WHAT 
work done during most of working life. OR INDUSTRY: 


COUNTRY: 
even if retired}: Russia bsa 
13. FATHER'S NAME: | 14, MOTHER'S MAIDEN NAME: 


Unknown Unknown 
13, Waa DECEASED EVER IN U.S. AMMEO FORCES? | I6. SOCIAL SECURITY NO, 17. INFORMANT & ADDRESS: 
(Yes, no. or unk.)| (If Yes, give war or dates 


4 
Gash NE gly ae ____Hospital records 


FUNDER 24 HAS. 
a Months| Days | Hours Min. 
yrs. 


18, MEDICAL CERTIFICATION. ' ; INTERVAL BETWEEN 
DISEASES OR CONDITIONS DIRECTLY LEADING . 24 ae. 


ONSET AND DEATH 


a @ _Lelvetoni-) bevy Cah tt Va. Ay] 


DUE TO 


ANTECEDENT CAUSE (8) 


DISEASES OR CONDITIONS, IF ANY. (B> ad 
GIVING RISE TO THE ABOVE CAUSE = nye To | 


STATING UNDERLYING CAUSE LAST ™ 
n 


to WT 

FR SIGNIFICANT CONDITIONS CONTRIBUTING 

‘| DEATH BUT NOT RELATED TO THE c 4 : 
‘OR CONDITION CAUSING DEATH. ienc us pulmonary tuberculosis. lOyrs. 
OF OPERATION: | 195, MAJOR FINDINGS OF OPERATION 20. AUTOPSY? 


2 if ves] 


es 
21a. ACCIDENT WAS UNDERLYING [J | 218. PLACE (Home, farm, factory. 21¢. WHERE DID (City or town) (County) (State) 
JOR CONTRIBUTING [] CAUSE OF DEATH| OF INJURY street, office bidg., ete! INJURY OCCUR? 
(IF EITHER, NOTIFY MEDICAL EXAMINER) |. 
21p, TIME (Month) (Day) (Year) (Hour)}t 21— INJURY OCCURRED 21F. HOW DID INJURY OCCUR? 
OF INJURY v While Not while CO 
M. q at work at work 


22. I hereby certify thet I attended the deceased from .12-22.. , 1%, to 2-15... : ., 195, that I last saw the deceased 
alive on eo 15" + 19 55, and that death aes at? 30P m, from the causes and on the date stated above. 


si TURE ADDRESS DATE SIGNED 


w.o, Springfield State Hospital 4 % Uss 


23, BURIAL, CREMATION, r DATE THEREQF V py OF ree OR one | LOCATION (City, town, or county) tate) 


peeve | D9 o- eA parcare PALM fal 


DATE REC’D BY LOCAL REGISTRAR’S SIGNATU a “ z et a RAL (RECTOR ADDRESS 
REGISTRA _ if ree ‘of 
TEAS A Lf it? : ‘ rear 735 ra 
Pi 


~ i5 7 MARYLAND STATE DEPARTMENT OF HEALTH 
24tt N. Charies Street, Baltimore 


CERTIFICATE OF DEATH Reg. Dist. No. 


ct age 


e 


1. PLACE OF DEATH 2. USUAL RESIDENCE HOME OF DECEASED: 
COUNTY STATE ani 


TY > 
Carroll LCT Mary county Carroll 
Ss Bs ory (if outside corporate limite, write RURAL and | LENGTH OF STAY /GEPY (If outside corpornte Timite, write RURAL and give nearest town) 
Sa | x Towne" ™ Carrollton orn” PowN Carrollton y 
ee HOSPITAL OR STREET (i rural, give location) — a 
sc INSTITUTION OR ADDRESS / 
ay | 22 sTREBT ADDRUSS 
2S | “SNAME OF (Firat) (Biddle) (Last) 4. DATE (Monthy (Day) (Year) 
> 
ae DECEASED Gust Taylor |“ oem Feb. 25 iS) 
ES 5 SEX €. COLOR OR RACE | 7. SINGLE, MARRIED, %. DATR OF ese 0. Roba birthday | If wader 1 year |itunder 24 bra, 
ga Male White WipOWE>SrNpere> | Apr .19, 1867 BS eye Re 
[oye s 19a. USUAL eee ae la of work es Se or Businass on 11. BIRTHPLACE (State or foreign country) | 12, Crrmzen oF WHat 
Z Pi done during wpe $ "PD OLSE: retired) USTR farms Carrollton, Maryland CounTRYT ISA 
QO So | “is FATHER’S NAME | 44. MOTHER'S MAIDEN ie = 
q me John H. Taylor Margarette Magee 
is] S it 15. Was Decrasep Ever In U.S. ARMED Forces? | 16. SoctaL Security No. 17. INFORMANT AND ADDRESS 
B Sap) (vow no of unknown) eee et] ee -- =e | 3 .carroll Taylor Carrollton, Md. 
Le Be j 18. MEDICAL CERTIFICATION a 
a iat E I. DISEASES OR + aia DIRECTLY LEADING TO DEATH Onan? AND DEATa 
7 * 
a. LL we oly Ccretrak Bend, 
a g & Immediate cause (a)... . x : ——— “An Ar pe = =| Ra ete 
aAo Antecedent cause(s) ‘ ' 
Bony Diseases or conditions, if any, (0) Catt Aico. VRAD Chet 2 = Getta 
(4 eZ, a giving rise to the above cause 
Bas atating the underlying cause last, ; ; 
& Qe @S 0 
Eig a a 
ti “0 e deal jut nol 
% GP | __ sated ie tas ineese of condition ecustag Seah. 
a g 19a. DATE OF OPERATION | 19b. MAJOR FINDINGS OF OPERATION 20, AUTOPSY? 
mk Yee OQ No 
1 & | “3 ACCIDENT Specify) PLACE (Home, farm, factory, street, : (CITY OR TOWN) (COUNTY) STATE) 
a SUICIDE OF ~ office bldg., etc.) 
ea HOMICIDE fae) INJURY 
bib TIME (Slonth) (Day) (Year) (Hour) | INJURY OCOURRED HOW DID INJURY OCCUR 
pa OF | While at Not While | 
r J ee 
= ad - 
_®@ x 8 22. I hereby certify that I attended the deceased from.(i4-4>......... , 194.G., to. fate. AB: 19.4.5. that I last saw the deceased 
oe ou = 
Q alive on. = .., 192.2.., and that death occurred at.. ., from the causes and on the date stated above. 
eS SiGNATURK (Degree or title) : DATE SIGNED 
“3 Ve aoe Le. gabe dD CS See. a ae 
a ‘ 
fea] 3. BURIAL, CREMATION | DYE THEREOF Eee OF CEMETERY LOCATION (City, town, or county) ‘Gitata) 
2 4 Burren! lreb.26,1 Carrollton Church of doa Carrollton Md. 
et 
= & DATE REC'D BY LOCAL | REGISTRAR’S SIGNATURE 2. FUNERAL DIRECTOR _ ADDRESS 
gh re | Hew? Case, John R. Byers Westminster, Md. 


IE 


ry 


PLEASE TYPE OR WRITE PLAINLY, WITH UNFADING INK. Supply every item of information carefully. The 


VS. Al5 — 10 - 53 t 


Z. 


please write the causes of death clearly and legibly. 


correct age is especially important. Physicians: 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 {)1494 


1508 CERTIFICATE OF DEATH Reg. Diat Nor 7S 
1, PLACE OF DEATH: 2. USUAL RESIDENCE (HOME) OF DECEASED: 
__countyGarroll MARYLAND stateMaryland COUNTY ——— 
CITY (If outside corporate limits, write RURAL] LENGTH OF STAY Sin outside corporate limits, write RURAL and give nearest town) 
OR ang _ give nearest town) (in this place) 
Town Hureél-Sykesville since 6/2 TOWN Be altimere City 3 VO bm bn 
HOSPITAL OR STREET (If rural give location) 
5 STREEY KBD OR ADDRESS 
{5 STREET AvpRESSSpringfield State Hospital ti _ 606 EB, Baltimore_ 
3. NAME OF (First) (Middle) (Last) a. OBE {Montl 
DECEASED: 
(Type or Print) Wil]4am Frederick WERNER DEATH: February 4 19 55 
5. SEX: 6. COLOR OR |7. SINGLE. MARRIED, 8. DATE OF BIRTH: 9. AGE last birthday|1F UNDER + VEAR] If UNDER 24 HRe. 
WIDOWED, DIVORCED, | Months| Daya | Hours | Min. 
male vinite single |July 20, 1878 | Lene 


NOs. USUAL OCCUPATION (Give kind of 
work done during most of working life. 


OR INDUSTRY: 
even if retired): Toweler 


108. KIND OF BUSINESS 


eit, BIRTHPLACE (State or foreign “country) : 


|Baltimore, Maryland 


\12. CITIZEN OF WHAT 
COUNTRY? 


United States 


13. FATHER’S NAME: 


Otto Herman Werner 


| 14, MOTHER'S MAIDEN NAME: 


Wilhelmia Stelfort 


15. Waa DECEASED Ever IN U.S. ARMED FoRces? 


‘es, no, or unk.)| (If Yes, give war or dates 
of service) 


unknown 


16. SoctaL SEcuRITY NO. 


17. INFORMANT & ADDRESS: 


Records of Springfield State Hospital 


18. MEDICAL CERTIFICATION 


I DISEASES OR CONDITIONS DIRECTLY LEADING TO DEATH 


ALL x CAUSE (A) EB 


INTERVAL BETWEEN 
ONSET AND DEATH 


2 i neu Ieee 


DUE TO 
ANTECEDENT CAUSE (8) 
DISEASES OR CONDITIONS, IF ANY. cy) 
GIVING RISE TO THE ABOVE CAUSE = nye To 
STATING UNDERLYING CAUSE LAST. 
(c) 


= SIGNIFICANT CONDITIONS 


OF OPERATION: 
ad 


198. 


" as CONTRIBUTIN g 
LEATH BUT NOT RELATED TO THE 
i ©_OR_ CONDITION CAUSING DEATH. meee = 


MAJOR FINDINGS OF OPERATIO! 


21a ACCIDENT WAS UNDERLYING ia} 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


218. PLACE (Home, farm, 


OF INSU RY. street iofBee bldg., ete. 


factory.| 21¢c. WHERE DID 


INJURY OCCUR? 


(City or town) (County) (State) 


21D. TIME (Month) (Day) (Year) (Hour) 2Ig INJURY, OCCURRED | 21F. HOW DID INJURY OCCUR? 
OF INJURY Whi Not while i 
M. at anal at work —— 


22.1 hereby certify that I attended the deceased ae z 
. 195%, and that death oc€urred at / 


alive on fete: Gh 


i 1957, toAeh.= 7,19 SE that I last saw the deceased 


i M, 


from the causes and on the date stated above. 
ADDRESS DATE SIGNED 


hedyitle tel febe. Y IIT 


SIGNATURE 
23. BURIA CREMATION, | DATE Ma5 4 
Ces WA 


NAME OF BEETS OR Epon Ager | 


LOEATION (City, town, or county) iD 


pis = 


DATE REC'D BY LOCA! 
R 2 


24. FUNERAL Sf are 


NT Bau: DRESS 
, sins 0. 


PLEASE TYPE OR WRITE PLAINLY, WITH UNFADING INK. Supply every item of information carefully, The 


oO 
Zz 
& 
a 
V4 
a 
(=) 
4 
° 
& 
a 
<3) 
> 
4 
I 
n 
<2} 
i 
z 
So 
7 
< 
= 


VS. A15 — 10 - 53 2 


please write the causes of death clearly and legibly. 


correct age is especially important. Physicians: 


Ge 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, i 01495 


$07 CERTIFICATE OF DEATH = ___ eg. dist. No. 7 
1 PLACE OF DEATH: 2. USUAL RESIDENCE (HOME) OF DECEASED: 
county Carroll MARYLAND state Maryland county 
CITY (If outside corporate limits, write RURAL] LENGTH OF STAY othe outside corporate limits, write RURAL and ‘give nearest town) 
OR and give nearest town) (in this place} 
X Town Sykesville 32yr. limo. 26da. TOWN Baltimore _ _ IV OF] 
HOSPITAL OR STREET (If rural give location) 
/S StReET ABOR OR ADDRESS 
SIEEH ADERESS (SP Cre Lee eee POSRITAL | 1215 W. Mulberry Street _ ve 
‘3. NAME OF (First) (Middle) (Last) | 4 DATE (Month) (Day) (Year) 
DECEASED: OF 
| type or Print) PHOEBE. N. WISCHMEYER |__ beat: February 11 1955 _ 
5. SEX: 6. REED OR |7. SNe Eee IP UORGED! 8. DATE OF BIRTH: amy, AGE last birthday | IF UNDER + year cr Tr UNDER 24 Hee. 
> , Months| Days | Hours] Min. 
(Specify) : a 
_Female | White pet)‘ Married | June 6, 1895 _| Silee! se Ps 
HOA. USUAL OCCUPATION (Give kind ofj 108. KIND OF BUSINESS 11, BIRTHPLACE (State or foreign country): |12. CITIZEN OF WHAT 
work fone carne most of working life. OR INDUSTRY: COUNTRY? 
even if retired) “tron sework None __ Maryland UsSahs 


13. FATHER'S NAME: | 14. MOTHER'S MAIDEN NAME: 


William Wrightson Nanna Porter 
13. WAS DECEASED EVER IN U.S. ARMED FORCES? 17. INFORMANT & ADDRESS: 7 4 
(Yes, no, or unk.)| (If Yes, give war or dates 
Ne of service) _Hospital records. 


18. MEDICAL CERTIFICATION 
I DISEASES OR CONDITIONS DIRECTLY LEADING ‘Cyrtucomen 


190 X 


IMMEDIATE CAUSE (AY 


18. Social Szcumity No. 


INTERVAL BETWEEN 
ONSET AND DEATH 


DUE TO Ys 
ANTECEDENT CAUSE (8S) _ bee Seg 

DISEASES OR CONDITIONS, IF ANY. (Bs wh eit height, 
GIVING RISE TO THE ABOVE CAUSE 


STATING UNDERLYING CAUSE LAST BOE Tg 


Biota 


f& SIGNIFICANT CONDITIONS CONTRIBUTING 
4 DEATH BUT NOT RELATED TO THE 


ge 


20. AUTOPSY? 


mm Yes inal NO oO 


21a. ACCIDENT WAS UNDERLYING (] 218. PLACE (Home, farm, factory.| 21c. WHERE DID (City or town) (County) (State) 
OR CONTRIBUTING [] CAUSE OF DEATH| OF INJURY street, office bldg., ete.) INJURY OCCUR? 

(IF EITHER, NOTIFY MEDICAL EXAMINER) 
2ip. TIME (Month) (Day) (Year) (Hour) 
OF INJURY 


~_OR_ CONDITION CAUSING DEATH. 
194 DA OF OPERATION: 


19B. MAJOR FINDINGS OF Oo! 


21e INJURY OCCURRED 
While Not while 
at work at work 


21F. HOW DID INJURY OCCUR? 


M. 
22. I hereby certify that I attended the deceased from 2-h- ; 1955, to» Aeliige,”., 1955, that I last saw the deceased 
alive on... 2-11, 1955. , and that death occurred at 6:35AM, from the causes and on the date stated above. 


0 /, ADDRESS gue & ‘NED 
. 


m.o. Springfield State Hospital L74/ Sot 
23. BURIAL, CREMATION, ty) 


DATE THEREOF ‘AME OF CEMETERY OR CREMATORY LOCATION (City, town, or cot 
REMOVAL (SPECIFY) 


Burial ‘ 


tate) 


Bay al a STRAR'S 6IGNA: R . JFUNERA}, DI je] il ADD Ss 
reaps Rp | P4195 JO Faliatoer, He th su 4: Viteccey/ Vsdoner = Wath ic 


ia 


MARGIN RESERVED FOR BINDING 


vs. aw—10-53 & , ome 


*—* \ =, 


PLEASE TYPE OR WRITE PLAINLY, WITH UNFADING INK. Supply every item of information carefully. The 


please write the causes of death clearly and legibly. 


correct age is especially.important. Physicians: 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


1496 


Reg. Dist. No. 


1 LT! CERTIFICATE OF DEATH 
1. PLACE OF DEATH . Ei 


_county Carroll MARYLAND 


USUAL RESIDENCE (HOME) OF DECEASED: 


faryland 


STATE | 


SITY {If outside corporate limite, write RURAL] LENGTH OF STAY 


Pown Beet "Syl Sville » Md. 


(in this place) 
HOSPITAL OR 


SY 3M 17 D 
Lg “STREET ADDRESS Sprinef. ield State Hospital 


a __COUNTY _' 22.25 
CITV(If ailtyide corporate limits, write RURAL and give nearest town) 
? 
TOWN altimore 2Vo0 J/-it 
STREET (If 3 rural give location) — 


en Sy Beech Avenve , Baltimore-11 


3. NAME OF (First) “(Middley (Last) Fi Bare (Month) ea (ccs, 
DECEASED: e . , | 
| (Type or Print) WILLIAM Mc PHERSON WOOD Deatn: 2/) 1955 
5. SEX: 6. COLOR OR |7. mien Lea ee 8. DATE OF BIRTH: 3; AGE last birthday| Ie UNDER Lie Bn UNDER 24 He. 
RACE: Ww ED, A ORCED, Months Daye Hours Min. 
Male | W 5 (Speco) 8 Diy), 12/13/92 | 2.562) m= ik 
HOa. USUAL OCCUPATION (Give kind of| 108. KIND OF BUSINESS. 11. BIRTHPLACE (State or foreign country): |12. CITIZEN OF WHAT 
work idone curing) most of working life, OR INDUSTRY: COUNTRY? 
even retired) 
Plasterer Se _, Maryland se USA 
MOTHER'S MAIDEN NAME: 


13. FATHER’S NAME: 


__ William _S. Wood 


| 14. 


13, Waa DECEASED EVER IN U.S. ARMED Forces? 


(Yes, no, or unk.)| (If Yes, give war or dates 
of service) - 


te, SOCIAL SecuRITY No. 


17-09-3440 


17. INFORMANT & ADDRESS: 


18. MEDICAL CERTIFICATION 
1 DISEASES OR CONDITIONS DIRECTLY LEADING TO DEATH 


rontetieate CAUSE 


Record, Springfield State Hospital 


Malignant neoplasm of pharynx 


INTERVAL BETWEEN 
ONSET AND DEATH 


2 years 


(Ad 
DUE TO 
ANTECEDENT CAUSE (8) 
DISEASES OR CONDITIONS, IF ANY. (BD) 
GIVING RISE TO THE ABOVE CAUSE DUE TO 
STAT!NG UNDERLYING CAUSE LAST. 
(c) 


ER SIGNIFICANT CONDITIONS CONTRIBUTING 


5 ONDITION CAUSING DEATH. Years 

TSA CA. OF OPERATION: | 198. MAJOR FINDINGS OF OPERATION 20, AUTOPSY? 
eg yest] No ig 

21a. ACCIDENT WAS UNDERLYINGD | 218. PLACE (Homesfgrm, factory.| 21c. WHERE DID (City or town) (County) (State) 

OR CONTRIBUTING [] CAUSE OF DEATH] OF INJURY stree blde., ete! INJURY OCCUR? 

(IF EITHER, NOTIFY MEDICAL EXAMINER) 

Zid. TIME (Month) (Day) (Year) (Hour) | 2! INJURY OCCURRED | 21F, HOW DID INJURY OCCUR? 

OF INJURY While Not while 


M. at work at ra 


22, I hereby certify that I attended the deceased from /ie., 


alive on We, 


VAM Y AK wo. 


19 Shuto 12/15, 


19 ~OShat I last saw the deceased 


ye , and that dedth 4 Rae da atl23 25 EM, from the causes and on the date stated above. 


ADDRESS 
Sykesville, Maryland 


DATE SIGNED 


2/15/55 


Wah 
23. Ly. UR 4 Hd 


E Pinson PECIFY) 


Vth NV a 


gles 
va thal 


Abagriak REC, Sion ae a LL s/s @* URE 
ae, » 


AME OF CEMETERY OR CREMATORY 


- aeaars 


Lae LOCATION (City, town, or county) (State) 


Dueck. 


4, FUNERAL as 


ADDRESS Ce 


Bl Ehhananctiha Sht6+47 


\ 
ii 


\ 


= 


/ 


MARGIN RESERVED FOR BINDING rat 
AINLY, WITH UNFADING INK. Supply every item of information carefully. The 


\ 


VS. A15 — 10-53 & 


PLEASE TYPE OR WRI 


13. FATHER’S NAME: 


George Makier WAU LEY 


1s. WAS DECEASED Even IN U.S, ARMED FORCEST 
(Yes, * unk.)| (If Yes, give war or dates 
pt: Pe gees 


= 


14. MOTHER'S MAIDEN NAME: 


Lizzie Wolfe 


17. INFORMANT & ADDRESS; 


16. SOCIAL SECURITY No, 


Hak - Records of Springfield State Hospital 


18. MEDICAL CERTIFICATION 


INTERVAL BETWEEN 


_ MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 1497 a 
$41. CERTIFICATE OF DEATH Reg. Dist. No. 
B Yt. PLACE oF DEATH: 2. USUAL RESIDENCE (HOME) OF DECEASED: 
8 
‘& county Carroll MARYLAND. state _ Md COUNTY <== 
= CITY (If outside corporate limits, write RURAL] LENGTH OF STAY CITYIIf outside corporate limits, write RURAL and give nearest town) 
3 OR and give nearest town) (in this place) OR Baltimore Git: ee? 
g TOWN Sykesville } 3 years TOWN e iy O¥ po fe ¥- 
> HOSPITAL OR STREET If rusel_glv. ton) 
:* INSTITUTION OR Springfield State Hospital appress AK/7 S* neta? ; 
3 STREET ADDRE ‘unknown Are, ¥ 
‘3 3. NAME OF (First) (Middle) (Last) | 4, eu (Month) (Day) (Year) 
DECEASED: ‘ 
Fs (Type or Print) Catherine Young See 6 1929 
3 |S. Sex: 6. COLOR OR |7. ecu: a Ape Ay eb 9. AGE last birthday| 17 UNDER s vean| Ir UNDER 24 Has. 
b=] feme me YSpecitoy: a od 6 771 Catas Months| Days neste Min. 
8 ios. USUAL OCCUPATION (Give kind of) 108. KIND OF BUSINESS | 11. BIRTHPLACE (State or foreign country): 12. CITIZEN OF WHAT 
5 work done during most of working life OR JNDUSTRY: COUNTRY? 
$ sven it retired) ‘house work Aiezace Baltimore City UiSsks 
eo 
= 
3s 
a2) 
ES 
o 
2 
& 
a. | I DISEASES OR CONDITIONS DIRECTLY LEADING TO DEATH ONSET AND DEATH 
“RO ; . 
IMMEDIATE CAUSE ‘ay _Coronary occlusion utes 


DUE TO 


cians: 


ANTECEDENT CAUSE (8> 


DISEASES OR CONDITIONS, IF ANY. «s) _Hypertensive heart disease more than 20 years 
GIVING RISE TO THE ABOVE CAUSE nye To ee mi 
STATING UNDERLYING CAUSE LAST. 


(co) 
11 OTHER SIGNIFICANT CONDITIONS CONTRIBUTING ah 
TO THE DEATH BUT NOT RELATED TO THE + 
DISEASE OR CONDITION CAUSING DEATH. _Systic goiter smo thal 20 years 


19a. DATE OF OPERATION: 198. MAJOR FINDINGS OF OPERATION 


20, AUTOPSY? 


YES fw No oO 
21c. WHERE DID (City or town) (County) (State) 
INJURY OCCUR? 


21iF. HOW DID INJURY OCCUR? ‘ 


es 


= 


21a. ACCIDENT WAS UNDERLYING (1) 
OR CONTRIBUTING L) CAUSE OF DEATH] OF INJURY street, office bidg., ete, 
(IF EITHER, NOTIFY MEDICAL EXAMINER) — 


21p. TIME (Month) (Day) (Year) (Hour) | aie INJURY OCCURRED 


21s. PLACE (Home, farm, factory, 


OF INJURY Not while 
ct at work at work = ~* 


22. I hereby certify that I attended the deceased from June..i3 , 1912, toFeb...6.., 1955, that I last saw the deceased 
alive on Febe. 6 , 1955. , and that death occurred at Hee 5PM, from the causes and on the date stated above. 


SIGNATURE Wy. I ay & DATE SIGNED 
D gui fpild Sate typutal Sihevlle lad 3h 6, 1958 
3. BURIAL, CREMATION, DATE THEREOF NAME OF CEMETERY OR CREMATORY LOCATION ‘ity, town, 7 canes (State) 
EMOVAL ASPECIFY) — yy) ZG 
pesde/ £-7-55 | D2 imile ‘ Z 
DATE REC’D BY LOCAL Litheer SIGNATURE if sanded IRECTOR . ADDRESS 
Lsthetry tlt Lda ba. poodle poder De tiadiong- hall 


correct age is especially important. Phys: 


REGISTRAR = 


VS. AISA -5-53 


MARGIN RESERVED FOR BINDING 


item of information carefully. The correct 
h clearly and legibly. 


i 


WRITE PLAINLY, WITH UNFADING INK. Supply every 


7 


/ 


PLEAS. 


ze is especially important. Physicians: please write the causes of deat! 
x 


01498 


eal sag dN ae DEPARTMENT OF HEALTH—BALTIMORE, 18 Reg. Dist. 
MEDICAL BXAMINER’S CERTIFICATE OF DEATH w». 7... 


I. PLACE OF DEATH: 2, USUAL RESIDENCE (HOME) OF DECEASED: 
COUNTY Carroll MARYLAND state Maryland county Frederick 
CITY (If outside corporate limits, write RURAL LENGTH OF STAY CITY (If outside corporate limits write RURAL and give nearest town) 
1 oR and give nearest town) (in this place) R A, —_—. 
TOWN Sykesville 20yrlOme?Cdatts TOWN Frederick (Rural) 10K- KR 
HOSPITAL OR STREET (If rural, give location) 
INSTITUTION OR . ‘ r ADDRESS = 
STREET ADDRESS Springfield State Hospital Route # 2 
3. NAME OF (First) (Middle) (Last) 4, DATE (Month) (Day) (Year) 
DECEASED: 7 F 
(Type or Print) TESTER NICODEMUS ZIMMERMAN DEAT February 16 19 65 
5. SEX: 6 (ones OR uy Saas ae | 8. DATE OF BIRTH: |" AGE last birthday:| mF UNDER 1 YEAR | 1F UNDER 24 HRS. 
: ’ . Monthi Hi 
Male White (Specify): Single 1-17-1892 68 a es | pee ae 
Ida. USUAL OCCUPATION (Give kind of | I0b. KIND OF BUSINESS OR Il. BIRTHPLACE (State or foreign country):| 12. CITIZEN OF WIIAT 
work done during most of work life, INDUSTRY: | pal COUNTRY? 
even if retired) Parm Laborer Maryland / : > U.S.A. 


13. FATHER’S NAME: 


Benjamin F. Zimmerman 
15. Was Deceasep Ever IN U.S. ARMED Forces ?| 
(Yes, no, or unk.}| (If Yes, give war or dates of 
service) 


14. MOTHER'S MAID. 
Minnie BR - 
17. INFORMANT. & ADDRESS: 


16. SoctaAL SEcuRrTY No.: 


No None Hospital’ records 
18. MEDICAL CERTIFICATION mr 7-2 
I. ary OR CONDITIONS DIRECTLY LEADING TO DEATH: = patniapteey poy 
“Tecate sckiune (8)... BROnChopneumonia....... (TEPMANAL) wun 18 ..to...2uhrs, 


DUE TO 


Antecedent cau: 5 ¢ ‘ 
Dieasee or condhanes, any, Dron. Organie,.brain.pathology...to..be. dekermi neds...) hb. ROULS 
giving rise to the above cause DUE TO 
stating underlying cause last 5 


IL OTHER SIGNIFICANT CONDITIONS CONTRIBUTING 
TO THE DEATH BUT NOT RELATED TO 


ITION CAUSING DEATH. .......... PNULEDEAC PSYCHOSAS...n ies wun cnn wue.| Years 
19a. DATE OF OPERATION: | I9b. MAJOR FINDING OF OPERATION: 20. AUTOPSY? 
Yet Noo 
SEE eRe Hacinnonae ce 2Ib. ie (Home, ae factory, | 2le. (City or town) (County) (State) 
a street, 0! oy Cty . 2 
CAUSE OF DEATH, INJURY Wosmita Sykesvi lie Carroll Maryland 
2a. TIME (Month) (Day) (Year) (Hout) | 21e, INJURY OCCURRED 21f. HOW DID INJURY OCCUR? 
‘és ile at jot while = : a 
Ingury 1. 29 55 2:05K | wok at_work 1 | Slipped while running, fell to floor 


22. I hereby certify that I took charge of the remains described above, held an Autopsy [% Inspection (J, Inquiry (], and 
find that death resulted from: Natural causes [1], Accident (J, Suicide [], Homicide [1], Undetermined cause (]. 


SIGNATURE ; CHIEF MEDICAL EXAMINER RATE SIGNE 
) Fe, DEPUTY MEDICAL EXAMINER 7) 
£ Ge tap M.D. ASSISTANT MEDICAL EXAM. 7, o 


[73- Lae eae DATE THEREOF | NAME O¥ CEMETERY OR CREMATORY | LOCATION (City, town, or county) (State) 
Burial"? |Feb.19,1955 | Mount Olivet Cemetery Frederick, Maryland 
DATE REC'D BY LOCAL REGISTRAR’S SIGNATURE 24. FUNERAL DIRECTOR ADDRESS 
Ach LL a ee lech M. R. Etchison & Son, Frederick, Maryland 


